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A WAX-RESIST METHOD COMBINING CRAYOLA® 
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the smallest item or yarn to the finished 


equipped to make prompt adaptations to 
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adaptations will be made on your own 
specifications to provide the proper func- 
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Special Discounts requirements 
are allowed on bulk orders. Our large stocks permit one-package from 
shipments—assuring prompt and complete delivery and savings , 
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in transportation charges. 


Ask for our 40-page descriptive catalog 
with yarn samples and prices. 
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OSBORN LEATHER-CRAFT 
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with Occupational Therapy 


Osborn Bros. offer a wide range 
of easily done, “ready-to-be-put- 
together” craft projects that keep 
patients’ minds occupied with 
hours of constructive activity, 
pleasure and recreation. Each 
project kit contains complete in- 
structions and material. You'll 
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States Representative of the United Nations Gen- 
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PSYCHOTHERAPEUTIC ASPECTS OF PLAY’ 


MARY C. ROLAND, PSYCHOTHERAPIST 
Child Guidance Center of Harrisburg 
Harrisburg, Pennsylvania 


My pleasure in meeting with you today comple- 
ments the genuinely warm feeling I developed 
some years ago when I had my first direct profes- 
sional contact with the field of occupational 
therapy. I must tell you, however, that my pleas- 
ant and vivid memories are somewhat adulterated; 
for accompanying them now are the unavoidable 
implications, as well as the clearer perspective of 
an odd fifteen years since I first “taught” child 
psychology to student occupational therapists and 
student nurses. 

Sometimes the experiences of a younger day, 
seen in retrospect, assume exaggerated proportions; 
fortunately, those same critical experiences can be 
mellowed and diluted by time. As I recall those 
first classes, I must have been an example, par ex- 
cellence, of the subject we were discussing. The 
late adolescent who has left graduate school a short 
time before because there was nothing more to 
learn, and who soon discovers that part of her job 
is to impart that learning to other late adolescents, 
really must be at two conflicting poles of emotional 
growth. To leave the dependent student environ- 
ment and to acquire, almost simultaneously, that 
distinctive—sometimes respected—status of in- 
structor, explains in part the need I had to wear 
glasses to feign maturity and high heels to aid 
security. The memories of whatever ruses I used 
to convince my students that those lectures un- 
doubtedly were saturated with words of wisdom, 
have been permanently suppressed. 

One may fancy, however, that with the callow 
and naive nature of the neophyte teacher, her 
students possibly are exposed to less risk and mis- 
understanding than if she already had begun to 
realize the complexities of childhood. 

Basic to a discussion of the psychotherapeutic 
aspects of the play of children in a child guidance 
clinic should be at least a perfunctory orientation 
to the child as a developing person. I want to 
follow this with some brief insight into the nature 
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and function of the orthodox clinic; for it is from 
experience within this structure that I can bring 
to you some of the meaningful material which a 
child unveils from his emotional turmoil; material 
which is enlightening because it comes directly 
from the child. My essential function, today, is to 
present to you some thinking around the medium 
of play as it is used in clinic process. The genesis 
of children’s problems, as well as the existence of 
the clinics which are designed to treat these chil- 
dren, are so inter-related that neither the child nor 
the clinic can validly be detached from the use of 
play as a means of obtaining help. 

A child is the life that parents have created 
between them, and is an expectation, as it were, of 
their extending themselves beyond themselves. His 
nature is constricted or developed by the relation- 
ship between him and his parents. Any dissatisfac- 
tion in that basic tie is expressed either in patent 
conflict or in other ways which are directed towards 
satisfying his needs. His behavior is a part of his 
life, and it follows that the individuals close to 
him, being part of his life, also, have some bearing 
on his behavior. He is, however, a dynamic, re- 
sponsible and an active force in his own life 
growth, a separate person with inner strength, a 
will, feelings of sensitivity, and a certain degree 
of autonomy that warrants respect for him as a 
person. Since life is growth, the problems of life 
are problems of growth. The satisfactions in a 
smooth process of growing up, conversely, make 
for a satisfying life. It develops, on this predica- 
tion, that when a child is seen for psychothera- 
peutic help around his life problems, the experience 
is focused around growth problems. It is in this 
way that psychotherapy in a child guidance clinic 
is a limited experience in emotional growth.’ 


* Presented at the Eastern States Regional Occupational 
Therapy Meeting, Hotel Marlborough-Blenheim, At- 
lantic City, New Jersey, May 16, 1952. 
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In children there is a natural impulse to “grow 
up”. There is an accompanying impetus towards 
the fulfillment of dependent needs—sometimes to 
regress to an earlier period to recapture and relive 
a time which was not entirely satisfactory—in 
other words, to “be little.” This is frequently il- 
lustrated in the child’s play. A four year old who 
was having a terrific struggle in balancing her 
needs to be both “big” and “little” took off her 
shoes and put on a pair of high heels which are 
part of the toy equipment in the office. As she 
tugged across the floor with some uncertainty, 
showing that she was at least willing to try this 
grown up paraphernalia, she remarked, in the most 
infantile speech which could barely be understood, 
“I was going to start to talk plain, but I thought 
I better not.” Conflict in emotional growth 
occurs partially because of these opposing emo- 
tional forces, and partially because the people in 
the child’s environment may not allow him to be 
a separate person who has rights of his own, and 
who can make decisions and take responsibilities. 
With encouragement towards being dependent, he 
grows fearful of just being his own spontaneous 
self. From this feeling of personal inadequacy de- 
velops a child’s need to control others in order to 
prove his own strength. His fear unfolds in the 
guise of negative determination directed towards 
satisfying his need for individuality. When human, 
yes, childish strength is not appreciated for its own 
value, it assumes an anti-social course. The digres- 
sions of behavior and living seen in anti-social 
behavior, become more difficult to understand as 
they become expressed by the child because of the 
very fear that elicits them far away from the 
original source. 


As parent and child are related to each other 
emotionally in their everyday lives, it devolves that 
each should have his part in the therapeutic situa- 
tion which is designed, not for just the parent, and 
not for just the child, but rather, to help them untie 
the emotional knots in which they are entangled 
together. For a child to recover from a traumatic 
growth process, he must have his parents’ support. 

The emotional needs of children can otherwise 
be described as the requirements necessary in a 
child’s own make-up or in his environment, for 
well balanced emotional or mental health. The 
needs of some children are excessive. When the 
environment fails to offer support to a child, when 
there is inconsistency in discipline from the parents, 
when a child feels proud of an accomplishment 
and this pride is undermined by casual teasing or 
belittling from adults or children, or when there is 
comparison by his family with others about his 
school grades, his intelligence, his siblings, there is 
a beginning basis for that child to be demanding. 
The child who does not find the necessary warmth 
and understanding in his relationships at home 
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will stand out prominently at school or elsewhere 
as unsociable, withdrawn and sullen, or as a hostile 
troublemaker who makes trouble only because he, 
himself, is troubled. Any disturbed child is un- 
happy within himself and his behavior is an indica- 
tion that something is going awry in his emotional 
growth.” If he has been “frosted” or bitten by emo- 
tional coldness, he is very likely to try to freeze 
out others, to keep aloof from them, to defend 
himself against human closeness by a protective 
covering of stubborn, vindictive, aggressive be- 
havior. It is these children who need help. 


The implications of children’s behavior and con- 
versations, and some of the hidden meanings which 
disclose their feelings, are often there because 
children will not risk putting these feelings into 
words and thereby sharing what might be held 
against them. Feelings are disguised by a curtain of 
denial, but a curtain made transparent through 
such mechanisms as facial expressions, drawings, 
doll play, dreams, “accidental” hostile behavior or 
silence.* Children, as do adults, struggle to con- 
ceal their worries, dissatisfactions, disappointments, 
unhappiness and their need to love or to be loved. 
As an adult recognizes that a child is not free 
enough to share his real sensitivities directly, and 
must, from his own needs, use these innuendos of 
speech and nuances of behavior, that child can be 
helped to avoid detours of feeling expression. 


Only as adults know that a child sees and hears 
and has feelings which eventually he might want 
to share, can they offer him the understanding that 
he needs. When he senses respect and understand- 
ing a child usually will become free enough to 
un-over his natural spontaneous self. To stifle 
feeling may seem safer than to risk sharing it, but 
accumulated feeling, like a long corked fermenta- 
tion, must have its outlet. This accounts, in part, 
for the explosive character of some children’s be- 
havior. Each child handles his feelings differently. 
There is the withdrawn, self-punishing child who 
concerns no one except himself; there is the child 
who dissipates his anxiety through hostile aggres- 
sive behavior projected outside himself, with its 
subsequent guilt, which in turn stirs additional 
anxiety and aggravates the problem. 


Children are quick to feel the anxieties that 
adults have about them, family tensions and un- 
certainties, and the attitudes of adults who may 
be making great efforts to show no concern in 
the presence of the child. In respect to this par- 
ticular point—the contagion of anxiety from the 
adult to the child—I wish to cite very briefly, the 
instance of a six year old colored boy who is now 
coming to our clinic. He is in foster home place- 
ment, and some weeks ago the foster parents 
decided that circumstances in their home no longer 
warranted their keeping George. They did not tell 
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him, though we might speculate that he overheard 
conversations about himself. The foster parents did 
tell George’s agency worker, who was the person 
taking the adult responsibility for him at the clinic. 
The agency worker, having no immediate home 
available, was unable to let George in on these 
plans which concerned George’s life. She wanted 
to “protect” him as long as possible from the 
knowledge that his foster parents, who seemed like 
natural parents to George, would not be keeping 
him much longer. At this time George, enroute to 
the clinic with his worker, related to her a dream 
that his house had burned down. He was full of 
anxiety when he told it, and he said that she (the 
worker) was not there, but that he was alone as 
the house was burning, and was very frightened. 
That same day George told me this dream in his 
interview, but he did not say it was a dream. He 
told the anxious tale realistically, dramatizing it 
by the use of four fire engines he had found in 
the office. He also told me he was going to move. 
The following week he again said he was going to 
move, and when I wondered whether he had 
talked about this with his worker he said no, and 
he wasn’t going to until she brought it up. This 
interview consisted almost entirely of fantasy ma- 
terial in which he completely cleaned out the con- 
tents of the doll house, all of the family dolls and 
all of the furniture until the house was bare. The 
moving trucks made weird grinding noises as if 
moving were a very painful process. George ac- 
companied this with comments, “I’m gonna dump 
them over here. They're not comin’ back no 
more. But they don’t have no place to go”... 
“They're gonna hafto move and they don’t know 
why” .... Later—‘“Now I found a good place 
for them.” The following week he spent consider- 
able of his interview time hauling blocks and stor- 
ing them in the garage—“Next Wednesday I’m 
gonna build my house”, almost as if he, the client, 
were expecting that his worker would soon begin 
to share with him what this child already felt. 


The above material might be given various in- 
terpretations, and it might well be brought back 
to the child’s relationship to the therapist. I give 
it to you only as an instance of the point I wish 
to make: that children feel and they feel deeply, 
even on a non-verbal level. 


I now wish to talk to you in a little more detail 
about the child guidance clinic as an agency for 
children and their parents. The principal orienta- 
tion of the child guidance clinic is treatment of the 
emotionally disturbed child, that is the child whose 
feelings are troubled or distorted to such an extent 
that he is unsatisfactory to himself, his family or 
society. We may see an anxious or unhappy child 
whose troubles are manifested in all sorts of symp- 
toms, ranging from seclusiveness to aggressiveness, 
including refusal to go to school, running away 
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from home, infantile behavior, refusal to speak, 
sullenness, insolence, inability to sleep, stealing, 
lying, tics, manneristic behavior and hyperactivity. 
Parents have their regular interviews with the 
psychiatric social worker while the child is seeing 
a psychiatrist or psychotherapist. The social worker 
deals with parents around the feelings they have 
about their child’s upsetting or distressing behavior, 
so that parent and child move along, ideally and 
hopefully, at the same pace in their individual 
change. I quote from the current annual report 
of the Child Guidance Center of Harrisburg* to 
give you some feeling of the kinds of children who 
might typify the case-load of any clinic. “Many 
parents felt that their children were indifferent or 
unresponsive to them. Mothers often described a 
child whom ‘nothing seems to satisfy.’ Other par- 
ents complained of children who ‘carried a chip 
on their shoulder’ and seemed determined to chal- 
lenge and rebel against all authority.” To continue 
with this same report—'There are the ones who 
‘could not stand up for themselves’ and ‘who just 
wouldn’t listen’; others who told lies or stole; 
girls who acted like boys and boys who seemed to 
be sissies. Some children acted afraid of imaginary 
things while others appeared to be dangerously 
fearful in the face of real threats to their safety. A 
few of these youngsters had shown such disregard 
for the rights of others that they were in conflict 
with the laws of the community.” 


Psychotherapy in a child guidance clinic offers 
an opportunity for a relationship through which a 
child may achieve a balance in the natural con- 
flicts of growing up emotionally, if borh parent 
and child can take steps towards moving away 
from the intense closeness which has constricted 
them, or from the distinct separateness which has 
characterized their relationship and kept them 
emotionally detached from each other. They can 
then reach at least the beginnings of fulfilling the 
meaningful kind of living together which parents 
and children want. The therapist must be unemo- 
tional, uncritical and understanding. He or she is 
not there to be a substitute parent, which parents 
often fear. A parent may resent the confidences 
which her child gives to a stranger, and may feel 
rejected by that child who can say to another what 
he is unable to share with her. In psychotherapy 
he finds a responsive person with whom he can be 
free to at least explore the possibilities of trusting 
someone who seems to be understanding. If he 
can trust, he can eventually re-create and express 
his feelings. He can do so more readily through 
his actions in play than he can in words. A thir- 
teen year old boy who fantasied swimming the 
Susquehanna River which was the most powerful 
feat he could imagine, and also boasted that he 
would walk to Texas, was admitting his feeling of 
personal inadequacy by needing to daydream about 
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the recognition he might get if he were different. 
Last week he brought in three drawings which ob- 
viously had been traced. He contended that he had 
made all of them free-hand. I accepted that he 
had done them since he had said so, but guessed 
it must have been a pretty hard job. Then he added 
that two girls had helped him. As he talked and 
was not contradicted, he said that they had a book 
to copy from. Finally, I wondered why he had to 
try to fool me and make me think he had made 
these drawings free-hand, and wasn’t part of his 
problem his difficulty to admitting his limitations. 
When he could trust that in his interview he would 
not be criticized, either for having to trace or for 
having to distort the truth, he could grin and begin 
to admit what he thought was a weakness. 


It is impossible to force a child to talk about 
what cannot be spontaneous with him. It is better 
not to care whether he tells what we want to know 
or whether he doesn’t. What he tells is not nearly 
so important as his freedom to share what he 
wants to share. A therapist is introduced into the 
child’s world by allowing that child to take the 
initiative in his activity. When a child is ready 
to take that responsibility, he will probably be 
ready also to project onto that person aggressive 
impulses, and hostile feelings. In his play in ther- 
apy he may not do that immediately. His guns 
may come in my direction but he will not address 
them to me until he is really sure of me as a 
staunch friend, professionally, who is not going to, 
figuratively, shoot back. 

I should like to inject at this point a mere com- 
ment that the profundity of a child is almost uni- 
versally minimized. In reading the journal of 
Henri Frederic Amiel recently, | was impressed 
by much of his discerning philosophy about chil- 
dren, and about people in general.> “The child 
has a reputation as a physiognomist. He extends 
his power as far as he can over every one of us; 
he is a shrewd diplomat. He feels without know- 
ing it, everyone’s influence, and he reflects it by 
transforming it according to his own nature. He 
is a magnifying mirror. That is why a child is a 
critic.” 

In children it is possible to see more easily the 
mechanisms and processes of development which 
in adults have become more crystallized, obscured 
and complicated. It is, nevertheless, extremely im- 
portant that the complications of the child’s emo- 
tions not be oversimplified. A child who is not in 
harmony with himself has an inscrutable capacity 
for expressing himself in the most devious ways. 
Therefore the therapist must be oriented to the 
meaning of the child’s play and the needs which 
are mirrored in it. 

Bornstein speaks of play® as “an indirect 
medium of expressing ideas and feelings’. In 
“The Nursery Years”,” published as far back as 
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1929, Susan Isaacs called play the child’s “safety 
valve for hidden wishes and fears.” And as Hol- 
way states* “Through play he can and does ex- 
press how he feels about what he does.” Allen 
refers to play as “an indirect medium of express- 
ing ideas and feelings”’.® Countless references 
could be quoted which allude to a child’s play as 
a cathartic release, a discernment of personality 
patterns, or a means of revealing himself, even in 
situations which are not intended to be therapeutic. 
“Neurotic children,” says Anna Freud, “are in- 
variably disturbed in their play activity. With cer- 
tain types of neuroses imaginative play is excessive 
at the expense of constructive play . . . this is some- 
times taken as an asset by the parents, as the sign of 
an especially vivid imagination . . . but the neu- 
rotic element is unmistakable when such play 
becomes repetitive, monotonous, and _ interferes 
with all other kinds of activity”.’° I quote Anna 
Freud at length as she was one of the first to use 
play as a tool in child analysis. 


Play is an effective channel for expressing emo- 
tion and for developing a relationship which is 
the framework in which the helping process oc- 
curs. Through it the child finds new ways to use 
his strength by the rediscovery of “basic relation- 
ships.” There is a constant interplay between child 
and therapist in which the therapist is a stabilizer 
as well as a catalyst. The therapist does not assume 
that the child is like adults; and he is warm, objec- 
tive and detached. The therapist does not curtail 
the rebellious child who is threatening to the 
adults in his milieu because he violates cultural 
standards. Through the therapist’s tolerance, 
balanced by reasonable limits and a relationship 
which develops in the therapeutic situation, in 
time the child will respond, either through play 
or articulately. He will reveal some of the worries, 
anxieties, conflicts and fantasies which are basic to 
his symptomatic behavior. In play there is the 
“give and take” which is basic to all psychological 
growth. 

Through the very nature of his development the 
young child is limited in expressing himself. 
Older children, also, may be wary of making a 
connection with an adult verbally but may reveal 
their fantasy life, or make their therapeutic entree 
through play materials. This is possible because 
of the more objective and less personal approach 
in the therapeutic situation where therapist shows 
interest, but in the words of Blanchard'! “not 
meeting love with love, or hate with hate, or 
hostility and agression with similar attitudes, but 
tolerantly regarding all these as natural human 
feelings and impulses.” In other words the thera- 
pist is a child’s friend without the need, nor the 
validity, of responding with the emotions he ex- 
pects from past experiences with people who, in 
their close relationship to him, have responded in 
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emotional ways. This response or sometimes the 
lack of it in the therapeutic stage allows a child 
to have his power without being overpowered. 

From children and parents we learn the extents 
to which a child can immobilize and threaten a 
parent. The child who freely states “I know I 
upset my mother when I don’t come home for 
dinner, and I love to upset her because she’s so 
funny when she gets mad” is expressing his own 
feeling of inadequacy and the controlling defenses 
he has built up against it. In his play, whether 
he says “I'll use the black checkers and you use 
the red ones,” or mumbles so that he cannot be 
understood, or drags a huge carton of his own toys 
from his home sixty miles away and tries to avoid 
the real purpose of his hour by explaining the 
use of these toys—in any of these instances, he is 
using his efforts to control therapy in his own way. 
He also is unknowingly revealing the anxiety that 
underlies a pattern of controlling others. All of 
these needs are recognized but not directly grati- 
fied in a professional therapeutic contact. The 
child’s need to prolong his hour five minutes by 
continuing to get out additional toys, or “accident- 
ally” spilling a jar of.finger paints when told that 
his time in the office is over for the day; or dally- 
ing about putting on his coat and leggings, is 
bringing his very problem right into the thera- 
peutic hour where it can be dealt with. That does 
not mean that he is given additional time, or that 
he is allowed to continue with this controlling life 
pattern with the therapist. It is in the clinic that 
these patterns can be partialized and deflected, in 
a relationship with a person who does not have 
to fear, as often do parents, that they will lose the 
child’s love if he is restricted. He may respond to 
limits by the use of a toy gun, but eventually most 
children will begin to articulate these feelings 
directly. 


Through the revelations of his play a child 
learns what his symptoms mean and thereby can 
deal with the reasons for them. He sees that his 
defensive behavior, an admission of fears and 
anxiety, was an unsuccessful attempt both to avoid 
and resolve these anxious feelings. One day an 
eight year old boy who was in the ending phase 
of therapy, closed the shutters of the doll house and 
reopened them with the comment, “They don’t 
need those shutters closed any more”. Rather 
than getting lost in this content, we discussed why 
children in general can give up the shutters or 
shells or any other kind of protective covering they 
have been using. As we discussed the reality that 
Tom no longer had to cover up his own feelings, 
but was beginning to be direct in expressing them, 
he told me a scary, gory tale of a boy of his age 
being murdered the preceding day. If we keep in 
mind the principle of “free-association” in being 
aware of the sequence of ideas produced, we will 
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see that the knowledge of Tom’s own change 
brought immediately to his mind a great deal of 
anxiety about it. When these associations were 
brought to his attention, he was able to say directly 
that he was fearful of his own change, and he was 
a little closer to relinquishing story telling and 
saying what he was really feeling. 


This kind of insight, which is thought by some 
to be the primary element of importance in a 
child’s return to emotional health, is helpful. But 
basic to this is the freedom to talk, or to play, or 
to share with another, the trust that a child must 
have in a successful therapeutic relationship. He 
finds there that he, also, is trusted. His self-doubts 
are already partly dispelled before he is free 
enough to produce content of much value. 

Beginning interviews are interesting. A parent 
has always had at least one interview with a psy- 
chiatric social worker before a child is seen. In 
most instances the child has been told about com- 
ing to the clinic and the reasons. If the parent has 
not been able to discuss this and face it with the 
child—their need of help in getting along more 
happily together—here is a very pertinent clue as 
to the kind of relationship they have together, in 
being unable to share what is important. Even if 
a child has been well prepared by his parents he 
may have to put forth his “good” self and deny 
having any troubles. Or he may spill out every- 
thing, relieved at the opportunity. The guilt of 
sharing his feelings, which, to many seems like 
talking about other people, may be seen later, 
perhaps in the next interview, by retreat and 
silence. One child, in his first interview recently, 
came in, looked around, and after a quick glance 
at an array of guns, soldiers, doll house, finger 
paints, clay, blackboard, books, pocketbooks, toy 
phones, trucks and dolls, revealed his primary 
problem in a breath-taking inflection, “All these 
are mine!” He had in his life very little which 
had been his own, including parents who did not 
want him, foster parents who were too engaged 
otherwise to show him much affection, and conse- 
quently he could scarcely believe that he was in 
possession of anything, be it only temporarily. He 
has learned though he is still protesting, that even 
the contents of the office must be shared, and he is 
finding out, gradually, that life is a sharing proposi- 
tion, though he might like to be in control of it. 

The jealousies which an insecure child may 
have about his siblings, his classmates or even 
about his parents will come through vividly as he 
begins to wonder who else plays with “these toys”, 
who drew that picture and put it on the wall, as 
he attempts to destroy finger paintings others have 
made, or erases with a vengeance a drawing on 
the blackboard; as he says “I’m gonna call up 
those other kids and tell them not to come here”, 
or “who moved those blocks I left in the middle 
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of the floor last week”, or “I wish nobody else 
would come here”, or “some kid’s gonna get a 
punch in the nose”. A child may hide toys or lock 
them in a closet with the ultimatum that no one 
else is to use them. Or he may purposefully leave 
his painting in broad view to test out whether it 
will be protected for him. It is through some of 
these tangibles that a child can learn that the 
realities of life, as paralleled in therapy, demand 
taking responsibility for oneself. 


In play he releases his aggressive and destruc- 
tive feelings which he perhaps has not been free 
enough to express elsewhere; or perhaps he has 
to test out his patterns and learn that he can be 
accepted in his play, with all the emotional depths 
which it reaches, for both his good and bad self. 
He may criticize “this junky stuff” and when this 
criticism is accepted without personal rejection he 
can be free to yield to some of his real feeling and 
say “This place isn’t really so bad”, without the 
guilt he might have in a less tolerant situation. 

It is fascinating to hear of the newness of 
children’s feelings in a kind of “double entendre.” 
The other day an eleven year old boy who said 
he was coming because he had no friends, and 
who cannot yet quite believe that he has some part 
in children’s staying away from him, commented 
in his third intreview “You have venetian blinds 
today and all the pictures have been changed 
around”. They looked new to him, though they 
had been there all along. This comment expressed, 
in a circuitous way, that this boy was feeling differ- 
ences of some sort within himself. Perhaps you 
may wonder whether I am reading into this some- 
thing which is not there. I hope you will believe 
that whatever I say or interpret is not out of my 
own thinking, but rather is based on what children 
themselves have shown. I recall a professor in 
graduate school who brought to a class some very 
interesting drawings which he proceeded to inter- 
pret. The interpretation was wonderful, imagina- 
tive and logical. But it was impossible for any of 
us in that class of incredulous individuals who were 
then learning the art of trusting human nature, to 
believe anything other than that this particular 
professor had concocted these interpretations him- 
self. It was only a number of years later, when 
children made drawings in their interview with me, 
and interpreted them, that I could have any re- 
spect for that man. 

Children’s drawings are vitally self-expressive 
and may reveal a wealth of fantasy life. The child 
who chooses to draw will, in time, modify his 
drawings. He may draw the same thing in every 
interview, but there will be delicate and sometimes 
dramatic nuances from week to week which re- 
flect his own change. I remember one picture of a 
boat, poorly made and rocking on a turbulent 
dark sea which even provoked a feeling of sea- 
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sickness as I looked at it. Apparently it reflected 
the agitation of the eight year old boy who had 
drawn it. Three interviews later, when he re- 
placed it on the office wall with a drawing of a 
large boat, there was reason to believe that he 
was beginning to feel more serene and more 
grown up. This time he made a much better or- 
ganized boat, sailing smoothly on a light blue sea. 
He also added a tiny airplane, and when I re- 
marked, (thinking of his own conflict in growth) 
that the boat was so large and the plane so small, 
he mused, “The little one leaves off where the big 
one begins”. 

I was pleased one day to find that a child who, 
for weeks, had made pictures of houses all painted 
black, suddenly added a large dab of bright yellow 
paint. Sometimes children draw houses with no 
windows, but when later, they spontaneously pro- 
duce a house with windows and doors, a bright 
sun in the sky and full grown colorful flowers 
along the path, there is reason to believe that this 
is a reflection of their own inner feelings changed 
to a roseate hue. 


The approach to finger painting is another 
barometer of a child’s feelings. The fearful child 
chooses something that apparently is safer, a 
medium such as clay or crayons. He may eventu- 
ally begin to finger paint with a stick “because 
my mother wouldn’t want me to get dirty”. It is 
tempting, of course, to become involved with 
something as “messy” as finger paints. There is 
also the question of whether one should risk stay- 
ing dirty forever. Using the stick is one step. Next 
usually comes a one finger process, with hesita- 
tion, and the immediate need to clean it off. It 
comes off. Why not try two fingers worth? That 
works too. Soon one hand is busy, then two 
hands. Gradually may come the freedom to take 
a chance, and then it is not infrequent to find 
that elbows and forearms come in handy. One 
safe thing about finger paints or the blackboard 
is that there is not necessarily any permanence to 
the feelings that are disclosed. A 12 year old boy 
dared to draw a hula-hula girl on the blackboard 
but he could erase it. A finger painting may easily 
transform itself into something different, though 
we should not lose the trend of the association. A 
girl who finger-painted a pig, neutralized it by 
obliterating it, then made a picture of her father, 
probably had them remotely connected in her 
mind. This was further documented by her next 
making a skunk, obliterating it, then drawing a 
picture of her mother. A child who outlined in 
pencil his own hand, colored it and labelled it 
the “hand of death” was, in his own words, ex- 
pressing the fear of his old self dying off in ther- 
apy. For as a child progresses he has a feeling of 
change which he expresses with anxiety-toned 
stories, drawings, and play. It may be that the 
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bad soldiers are overwhelmed by the good ones; 
or it may be conversations on the toy phone, 
through which, since it is less personal and there- 
fore safer, he tells of robbers coming in to take 
away everything he has. In a way, the therapist 
seems like a robber to some children, a surrepti- 
tious thief who takes away the old defensive self, 
with all its symptoms, and leaves him with these 
fresh, new dangerous feelings which he both 
wants and fears. 

To some children the clinic assumes the tone of 
a cryptic, magic place. One child used two small 
hand puppets to say this. One puppet was given 
a double address of magician and superman. The 
other was a little boy. They fought,’ just as he 
had been fighting against his own change in 
therapy; they beat each other around until the 
boy said “There. Stop using your magic on me. 
I’m not going to take it.” With this much self 
assertion, even though in fantasy, he became 
frightened. He then retreated to a less expressive 
medium, but really carried through his hostile 
fantasy more directly when he picked up a gun, 
laughed, and said to me “Stick your hands up,” 
but he was the one who fell over in expiation of 
his own guilt. 

A four year old girl whose mother was unable 
to tell her where she was coming rushed into play 
in her first interview and when she was finished 
said “Thanks for playing with me.” The child 
needs to know that he is not in a school, that he 
has not come for the purpose of playing, though he 
may play if he thinks it will help him. In this 
child’s second interview it was necessary to clarify 
this with her and take the focus away from com- 
ing just for pleasure. We dealt directly with the 
facts that she was very worried about her family 
relationships which, from their very source were 
enough to confuse a person of any age; we dis- 
cussed her constant hurling of questions in prac- 
tically every moment of her waking hours as 
hostility towards an extremely controlling mother; 
and her running away from home as very good 
reasons to come to a place where children with 
troubles are helped. After this discussion she com- 
mented “Now I know why I come.” Frankness 
and honesty with children are not reserved for the 
traditional “ivory tower” of the interview room; 
but they do belong in any contact between child 
and adult. 

In his interviews a child presents his typical 
behavior patterns. If he keeps his feelings to him- 
self and literally builds a wall between himself and 
the rest of the world, he brings this problem to the 
therapeutic hour and keeps the same safe kind of 
wall between himself and the therapist. He will 
probably maintain this aloofness until, with hlep, 
he can take the risk of showing his feeling directly 
rather than hiding or distorting them. In other 
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words, regardless of the symptoms, the important 
thing for the child who needs help, is to find in his 
relationship with the therapist, and through the 
medium of therapy, that it is safe to be himself. 
Elsewhere he may have had to tell tall stories to 
prove that he is someone; he may have had to 
show his feelings through enuresis, tics or temper; 
he may have had to steal to show his revenge and 
to have for himself, symbolically, something, any- 
thing, because he has not been given enough 
emotionally; or he may be sadistic to animals in 
order to punish something in a world that has felt 
hostile and punitive to him. 

The form of symptom that a child chooses is of 
interest, sometimes to a dramatic degree, it is true. 
But to concentrate on eliminating these symptoms 
is to forget that there is a child who activates them. 
Any behavior symptoms are a child’s attempt to 
express feeling. The therapist’s focus is on that 
child as an individual who needs help in articulat- 
ing feelings, expressing these feelings directly and 
not by detours. 

A child must know, in his contact with a thera- 
pist that no one is trying to change him, but that 
he can be helped, only if he wishes, to change him- 
self, and only to this extent. In therapy the child 
and parent move in a structure where the child 
can bring his feelings, his problems in psychologi- 
cal growth, his real approach to life. As these 
characteristics and patterns are revealed he can 
be helped to give up some of his old and indirect 
ways of doing things and take a chance on letting _ 
new behavior patterns emerge. In therapy he 
shows how he attacks life, doing in his therapeutic 
hour what he does to life itself. The crux of psy- 
chotherapy is to understand the child and to let 
him know that he is understood. In it is the ex- 
perience of having an opportunity to live through 
with an adult, the therapist who, in just being 
himself with the child and not a substitute for 
anyone else, conveys to him that he is acceptable 
with both his goodness and badness. In his play 
he is free to be himself without criticism. He 
learns in therapy that to give up does not mean 
being rejected, and that giving up is required in 
all of living. In the clinic he can live out his 
feelings to a reasonable extent, but he learns that 
the therapist, as a person, also has rights, and that 
limits and controls exist in life as they do in 
therapy.’” 

The intensity of therapy is defined by the ex- 
tent to which the child can and does use the re- 
lationship and experience as a new medium in 
which he can express himself. In this dynamic re- 
lationship he finds the therapist to be a person who 
does not do things to him or for him but with him. 
He finds new uses of himself as he moves along 
in therapy where the therapist helps him to re- 

(Continued on page 226) 
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PLAY THERAPY 


ELOISE C. PARKER, O.T.R. 


Director of Occupational Therapy 
Lenox Hill Hospital and 


This is a general report of a two year study on 
the use of toys, carried on in the Pediatric Division 
of Lenox Hill Hospital. It was initiated by the 
American Toy Institute, and all toys were pro- 
vided through them by individual manufacturers, 
members of the Toy Manufacturers of the U.S.A., 
Inc.* 


The intense and continued interest in the study 
by the manufacturers, from a purely educational 
viewpoint, prompted unusual generosity, both in 
quantity and variety of toys, and made broad ex- 
perimentation possible. 

With the full cooperation of the entire pediatric 
staff, and in conjunction with college students and 
volunteers, the study was easily incorporated into 
the occupational therapy program. 

It was our prime objective to discover, through 
play, the toys best suited to serve the following 
purposes: (1.) To offer diversional activity to 
the child while undergoing medical treatment, 
thus continuing as much normal play as possible. 
(2.) To help alleviate any tension, or feeling of 
homesickness, thus aiding orientation by establish- 
ing a better rapport. (3.) To promote normal 
development, in spite of physical, mental, or emo- 
tional handicap. (We attempted no functional 
therapy through play.) (4.) To promote staff 
and parental understanding in the purpose, use 
and selection of toys. 

The pediatric division consists of one floor of 
fourteen cribs for infants and two floors for chil- 
dren ranging in age from one to fourteen years. 
These two floors are divided into five rooms of two 
beds each; three rooms of three beds, one room of 
four beds, three rooms of five beds, making a total 
of twelve rooms of thirty-eight beds in all. 

This grouping offers the child the advantage of 
having with him other children of his own age 
and physical disability, and it promotes socialized 
play. Or, because of psychological factors, one or 
more children can be added to the group, or an 
older or younger child can be substituted. 

There is an added advantage in this grouping 
on the basis of the child’s disability. A very sick 
child is not disturbed by another child’s play; nor is 
the healthier child upset or impeded in his activi- 
ties of play. 

Necessarily, because of physical conditions just 
mentioned, the age variance of the children, the 
diversity of illnesses and stages of convalescence, 
we needed a large variety of toys. 
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Marionettes and puppets are enjoyed by bed patients 


Variety naturally provides the child with a wider 
choice of toys, which is essential, and helps to 
contribute to his sustained interest while playing. 

The study disclosed that hospitalized children 
generally, even though impeded by varied disabili- 
ties, maintain innately the same play interests and 
habits as at home. Competition is just as keen. 
Consequently, the same general principles guide 
the selection of toys for them while ill as when 
well. 


The initial selection of toys was conditioned by 
the general physical set up of the department with 
limited storage space, lack of a play-room or ade- 
quate small tables and chairs suitable for the 
younger child, the relatively few ambulatory pa- 
tients and the inadvisability of floor play. With 
few exceptions this necessitated either the use of 
simple “counterpane” play or the use of small, 
folding bed tables. 

This eliminated at the outset large floor toys, 
large construction blocks and wheel toys. We did, 


1. The study was undertaken at the suggestion of the 
American Toy Institute’s advisory committee and 
carried on with their counsel. The members of the 
committee are: Lawrence K. Frank, Chairman, Dr. 
Milton Levine, Dr. Howard Lane, Margaret Adams, 
and Eloise C. Parker, 
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however, use a few standing blackboards, drawing 
boards, doll houses, and successfully manipulated 
numerous small pull toys, such as Sniffer, Toddlers 
Carry All, Lawnmower, Jumbo Rolo, and Champ, 
Teddy Trucker, Quacky Family. 

We selected three afternoons each week for our 
study, (Tuesday, Thursday, Saturday) and found 
that the ideal time for toy play followed the after- 
lunch rest period. 

Although it coincided for the first hour with 
parents and other visitors, it afforded the child 
without visitors an opportunity to fill in an other- 
wise lonely and unhappy period with pleasurable 
activity. It also afforded the parents the oppor- 
tunity of observing the value of play for a sick 
child, our selection of suitable toys, and the ad- 
vantage of asking questions about their use, and 
where they might be purchased. (Fortunately, 
we have several excellent educational toy shops 
within a few blocks of the hospital). 

It was the rule, rather than the exception, that 
children asked their parents to purchase duplicates 
of our toys which they had enjoyed. Certainly our 


Bedside tables make good play areas for ambulatory patients 


selection could have no better recommendation. 
We found that very often the toys brought in as 
gifts were not wisely chosen and were pushed aside 
following the departure of visitors. Many were 
easily broken because of inferior materials or 
loosely made and not repairable. Often the toy 
was either above or below the child’s age interest. 
Many times the toy was one which had only adult 
appeal and was described as “cute” by the parent. 
The visiting period proved difficult many times 
for both parent and child and even gifts did not 
fill the breach. Many children preferred playing 
with our toys at this time. 
' From our observations, when a child is too 
young to understand, or is uncommunicative 
through shyness, or language is a barrier, or deaf- 
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Trains may be enjoyed by boys if placed om bed area 


ness, conversation is subsequently useless, and 
there is no better means of instant rapport than 
a suitable toy. Just any toy is fatal as it gives the 
child one more thing to reject and builds up more 
resistance on his part. 


A wide selection of toys were described and 
suggested to each child capable of making a 
choice and he was given ample time preceding 
the play period to chose any toy for a longer 
period. Generally, if he felt at a loss, the other 
children made suggestions of toys they had en- 
joyed. Through observation of a child’s response 
to a toy, his use of it and comments about it, one 
gains a helpful insight into his interests, thoughts 
and feelings. 

In spite of being confined strictly to the bed 
area, we had a great deal of socialized group play 
by moving beds together or with a stand between. 
Children enjoy playing in their own way, and we 
entered into it very casually, only when we felt 
that we were needed. The rest of the time we 
devoted to younger, disturbed children, or reading 
and playing with children with restricting disabili- 
ties. For children with eyes bandaged we found 
that musical toys such as harmonicas, music boxes 
that could be turned and drums proved entertain- 
ing and consoling as the child then became a 
part of the play group. 

We assembled our toys on a gay, blue cart and 
they were distributed, changed and collected by 
the therapist, each child receiving his previously 
selected toy. As the play period covered two and 
a half hours, numerous children played with two 
or more selections, depending upon the child, his 
interest span and former play habits. 
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We found that the children readily accepted 
the suggestion of orderliness in their play and care 
of the toys and replaced toys in their containers 
when play ended. This carried over into the neat- 
ness of their bed stand and bed. They were eager 
to get ready for the “toy lady” as the therapist was 
often called. Washing hands, combing hair and 
taking nourishment were more readily accom- 
plished. Toys needing sterilization were scrubbed 
while the children watched helping to form good 
aseptic habits. 

It is an advantage for a child to have the privi- 
lege of using good play materials; clean, unbroken 
toys are respected by him. The bed tables of varying 
heights which we used were steady and strong 
enough for building with American Logs, plastic 
bricks, Holgate Jr. colored blocks, Plakie Pounder, 
Slinky, educational blocks, the Sonnyville Farm, 
Johnnyville building blocks, Parquetry blocks, 
rubber farm sets, Modelumber, Work and Nok- 
Out-Benches, large Pick-Stickers, puzzles, Bill 
Ding, doll’s furniture, Bingo Bed, Hubley Fire 
Apparatus, metal tapping, whittling set, weaving 
loom, stove and dishes, paints and water, we could 
even easily spin the Ro-to-tops. 

The Skaneateles wooden trains, tracks, and 
switches were laid out on the flat bed with addi- 
tional blocks becoming station houses built on the 
bed table. Even the six car freight train set was 
used. Also large cars and trucks. The bed is an 
ideal play ground for army equipment. 

Very few children lack the imagination to make 
any needed adjustment, pillows becoming hills, 
and bed covers, valleys. 

The doctor and nurse toy sets were found to be 
in great demand, and from our study, very reveal- 
ing, especially in group play. Either the children 
or dolls or both became patients. At times this 
was combined with a play stove and dishes, Sunny 
Suzy Laundry Set, plus a Terry Telephone, making 
quite a hospital unit. 

When the choice of dolls was made, if there 
‘ was a negro child in the group, she was given 
first choice of the selection which included “Amo- 
sandra”. This held true in the selection of the 
Hazelle’s Marionettes, Topsy and Sambo. It was 
our experience that the negro child always chose 
the negro doll. With the marionettes it varied. 

The most popular request was for puzzles, which 
we could supply and varied from a simple, large 
sail boat and teddy bear, to difficult maps and pic- 
ture puzzles. For young boys of four to five, the 
new Sifo Secret Treasure and Barn are fascinating 
because of the discovery element. 

The new Judy Clock is excellent for reading 
not only the history and mechanism of the clock, 
but learning to “tell time” can be a game and fun. 

It was revealing that in the two year period with 
a rather rapid turnover of children, we had only 
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five requests for cowboy equipment. We had none 
with the exception of a “Buckeroo Bill” pull toy. 

The Revell and Humpty-Dumpty circuses have 
been very popular. Although skill is required to 
balance them on the bed table not one part of 
either circus has ever been dropped on the floor. 
Children exert great care (without suggestion) of 
toys they like. We found this true of the beautiful 
DeLuxe wooden doll furniture which has been in 
more or less continuous use. 


For the toddler, rubber toys are most suitable 
as they can be thrown or dropped on the floor with- 
out damage and they are safe in case a child 
tumbles over on one in his crib. They are pleasur- 
able to the child’s touch, have no sharp edges, can 
be chewed without harm and are easily scrubbed. 
The rubber “wagon of blocks” and the sponge 
rubber blocks are fascinating for younger children. 


Other toys such as the foam rubber Baa Baas, 
Nippy the Pup, Nible Magnetic Rabbit, Duckie, 
and balloons, can be tied to the crib so that the 
child does not lose them or throw them on the 
floor. Some toddlers also enjoy playing with 
blocks or small cars on the bed table. We found 
the small pull toys such as Buzzy Bee, Choo Choo, 
Color Peg Cart can be pulled very easily in bed, 
being a release for pent-up energy in an over- 
active child confined to bed. 

Our toy cart is never without the Popper 
Family. It has dried up more tears than any other 
toy we have for young children having sustained 
surprise in repetition. 

Over all, the findings of the study proved that, 
with the exception of large floor toys suitable for 
play rooms, most toys can be used in bed in the 
hospital with the same pleasure as experienced by 
well, active children, using the same general pre- 
cautions as at home. 

Our study with infants proved the need for 
crib toys of simple construction, having motion, 
some with sound, rattles that can be easily held 
and put into the mouth, spin toys for kicking. The 
simple balloons are ideal as they can be mildly 
sedative or stimulating, easily replaced and have 
an unusual age span for all children. 

Following is a list of toys used most success- 
fully in the study. Because of varied interest 
overlap, they are not grouped chronologically. 
Popper Family—American Manufacturing Concern. 
Kiddykook Set—Aluminum Specialty Co. 

Large, small Picker-Sticker Sets—Atlantic Plastics. 
Farm sets, blocks, cars, trucks, wagon of blocks—Auburn 

Rubber. 

Balloons—Barr, Lee Tex, Oak, Van Dam Rubber Com- 
panies. 

Blockettes—J. D. Biever Co. 

Modelumber—Carrom Industries, 

Plus Lite blackboards, color & recolor cut-out dolls—Celco 

Corp. 

(Continued on page 216) 
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BODY MECHANICS OF THE BED PATIENT 
AS RELATED TO OCCUPATIONAL THERAPY * 


CARLOTTA WELLES, O.T.R. 
Director of Occupational Therapy 
Los Angeles County General Hospital 


A fundamental principle in giving occupational 
therapy to patients is that consideration must be 
given to the total needs of the patient. Treatment 
of one aspect of his condition should not be detri- 
mental to another aspect or to him as a total 
human being. One portion of this approach, 
namely the consideration of the whole while deal- 
ing with a particular part, concerns the attention 
which must be given to the general posture and 
body mechanics of the bed patient while giving 
treatment. 

Even though posture of the bed patient has 
always been recognized as important, many occu- 
pational therapists have paid too little attention to 
the matter during the treatment process. This may 
be due in part to the fact that occupational therapy 
activities by their very nature have seemed to re- 
quire a conventional position and a certain freedom 
of movement on the part of the patient. Further- 
more, many students have felt too insecure both 
in their knowledge of correct posture and in their 
relationship with the patient to take a firm hand 
and actually arrange him as he should be. Physical 
therapists and nurses have often done better than 
occupational therapists in the positioning of the 
patient. It is recognized however that it is far 
easier to place a patient in a proper position for 
exercise or for rest than when he must use occu- 
pational therapy materials. 

Even though improper positioning of the bed 
patient by the occupational therapist is under- 
standable, the fact remains that during treatment 
the patient should not experience great bodily 
fatigue nor be allowed to develop faulty patterns. 

The Importance of Proper Posture 

In thinking of the importance of correct pos- 
ture and body mechanics it is necessary to consider 
the results of faulty posture, and the inevitable or 
uncombated results of ordinary bed rest itself. 
These two factors are a necessary concern of the 
occupational therapist in the treatment of every 
bed patient. 

Stevenson stresses the loss of muscle tone: “IIl- 
ness, poor nutrition, inactivity and fatigue have 
an unfavorable effect on muscle tone which is 
reflected in slumped posture. Emotional attitudes 
such as worry, lack of self-confidence, due to a 
feeling of insecurity or inferiority, and discourage- 
ment are reflected in posture.”* It is well recog- 
nized that these attitudes are characteristic of many 
bed patients. “The patient who lies in bed many 


AJOT VI, 5, 1952 


weeks, mostly on the back or sides, does not use 
the supraspinatus, deltoid, rhomboids, trapezius, 
infraspinatus, or teres minor in proportion to the 
overuse of the pectorals, teres major, latissimus 
dorsi and subscapularis.”” Thus the bed patient 
does not adduct nor upwardly rotate his shoulder 
girdle, abduct nor outwardly rotate his arm to any 
significant extent. Much of the time the shoulder 
girdle remains in the neutral position, if not pushed 
into abduction by too many pillows. The arms 
remain adducted and inwardly rotated as he folds 
his arms over his abdomen or chest. Dr. Wright® 
also adds the abdominals, gluteals, quadriceps and 
tibials as muscles most likely to lose tone. In the 
child particularly there are certain postural faults 
which may develop unless measures are taken to 
prevent them. “Infants without any particular 
disease or children convalescing may develop 
a scoliosis or torticollis from having the bed on one 
side against the wall so that the child turns toward 
the open side habitually instead of equally to each 
side. The latter is encouraged by having the head 
of the bed against the wall with borh sides free.”* 
This may also be stressed by alterniting the place 
of the bed table from one side to the other, or the 
therap'st may give his treatment from the less 
used side. 

In lying down and in sitting the alignment of 
the vertebral column is significant. “The stra‘n 
from sagging in a wrong ba-klying position on a 
soft bed is most likely to compress the cervical 
and lumbar facet joints and synovial membranes 
of the spine with reflex muscle spasm of related 
groups causing pain.”” Lowman explains the role 
of the trunk in the sitting position. “In connection 
with considerations of the active head and hand 
it must be remembered that the apparently inactive 
body is not really inactive. It is being maintained 
by the trunk muscles in a fixed position as a base 
of action. . . . lack of attention to the patient's 
sitting position . may provoke or encourage 
an ‘nsidious deformity of spine and_pelvis.”* 
Joplin’ emphasizes that the common and im- 
mediate effect of poor posture is backache, whether 
the individual is in a faulty standing or sitting 
position. Consideration of the neck and head is 


* An abstract of a paper prepared in partial fulfillment 
of requirements for a Master’s degree in occupational 
therapy at the University of Southern California and 
sponsored by the National Foundation for Infantile 
Paralysis. 
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emphasized by Metheny. “If the head is habitually 
carried in a forward position, the weight of the 
head constantly pulls on the muscles of the back 
of the neck, fatiguing and straining them.”* Ulcti- 
mately, the ‘dowager’s hump’ develops as a fat 
pad which serves as a cushion between the extensor 
muscles of the neck and the spine of the seventh 
cervical vertebra. Obviously the neck must sup- 
port the head in correct alignment whether the 
patient is walking, sitting in a chair, or in bed. 
Finally, proper eye function is partly related to the 
posture of the back, as eye strain is a common 
complaint of those with a rounded upper back.’ 


Both Joplin and Hallock" among others 
emphasize that faulty posture interferes with chest 
and abdominal organs. The action of the dia- 
phragm is poor thus decreasing the body’s supply 
of oxygen and limiting its pumping action on the 
great veins returning blood to the heart. Further- 
more, ptosis of the abdomen impairs function of 
the gastro-intestinal organs contributing to con- 
stipation, renal disorders, and dysmenorrhea. 


Another result of poor posture is increased 
fatigue and its concomitants such as worse posture 
and incoordination. Lowman’ writes that con- 
tinuous muscle action or tension in a muscle or 
muscle group produces anoxemia and fatigue. He 
then adds, “High degree of interest and enthusiasm 
also make for great intensity of effort which some- 
times promotes incoordination and early fatigue. 
If uncorrected this may form a vicious circle.” 
McLoone writes: “Fatigue causes the weaker 
muscles to drop out of the pattern of movement 
and the stronger muscles to assume an unwanted 
position in the pattern of motion.”'* Fitzhugh 
outlines the results of fatigue in children: “Rest- 
lessness, jerkiness, waning of attention, irritability, 
a tired vacant look, drooped shoulders and round 


The results of a faulty posture are many and 
complex; there may be loss of general muscle 
tone, increasing muscle weakness in certain groups, 
development of limitation in range of motion, 
particularly in poliomyelitis and arthritis, pain, 
eye strain, poor circulation and its concomitants, 
gastro-intestinal disturbances, increasing fatigue 
and worse posture. 

General Concepts 

Before a patient can be arranged in the proper 
position it is necessary to know the rationale of 
good posture and then how to achieve it. Methe- 
ny’® discusses this carefully: “A body is stable 
or balanced when the center of gravity is over a 
supporting base.” Otherwise, gravity will pull it 
further and further over. “Each separate part has 
its own center of gravity and each separate part 
rests on its own base.”!® For example, the head 
rests on neck, the neck on the rest of the vertebral 
column which in turn rests on the pelvis, and 
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each of these must be nicely balanced over its: 
base, the part below it, rather than being main- 
tained in position by muscle action. For the 
occupational therapist this means then that if 
the patient is sitting up, his trunk must be nearly 
vertical so that his head and neck will be over 
the base, the vertebral column, rather than being 
supported by the neck flexors. Even more un- 
thinkable is to have the patient supine, or nearly 
so, and the work so arranged that he must fre- 
quently lift his head in order to see. “There should 
be no tension and no feeling of being in a ‘held’ 
position when the best possible balance has been 
achieved.”'* Also a joint is safer from strain when 
there is some movement possible in each direction 
rather than when a joint is held at the extreme 
limit of its range.'® 


Patients will naturally vary in the optimum 
posture which they can achieve and maintain. 
Joplin reminds that patients show different de- 
grees of tightness and varing amounts of muscle 
tone, and .. . “no patient with a faulty posture 
can be expected to suddenly assume a correct 
posture all the time.”’” Furthermore, as Stevenson 
states, “A person may have faulty posture because 
he is ignorant of what correct posture is.”*° 

Some additional guideposts may help the occu- 
pational therapist in arranging the patient and 
planning his treatment. “No one, convalescent 
or otherwise, should sit longer than half an hour 
without standing, walking or lying.”*! One is 
forced to think feelingly of the patients who do 
not sit up or get up from their beds because there 
is nc one to help them, and of others who hesitate 
to let you crank them up for treatment because 
on other occasions they have been forgotten or 
left up for hours. In the measure to which the 
patient’s condition permits, “A short period of 
stretching followed by relaxation should be given 
for everyone working in the department, regardless 
of what work individuals are doing. This relaxa- 
tion will relieve eyes, shoulders and arm muscles 
and allow for circulatory changes.”** 


To this concept of frequent change of position 
and relaxation Hurt adds, “Occupational therapy 
is rooted in the following concepts that today 
have become axiomatic: . . . activity in the form 
of recreation, learning, productivity is basic to 
normal development and living.”** The occupa- 
tional therapist then must think of total bodily 
activity insofar as the patient’s condition permits 
rather than merely the part he is treating. It is. 
not enough, however, to consider activity apart 
from the several aspects of the range of motion 
concept. It is important that joints be put through 
as nearly complete a range of motion as possible 
to prevent or limit stiffness. This is particularly 
true in early arthritis.** The position of the work 
regulates the resistance and the range of motion 
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required as described by Blodgett®® and Hurt.”° 
The occupational therapist must know the normal 
range of motion for each joint and how to place 
the patient to get the desired amount. He must 
also know, in cases of muscle weakness, how to 
have the patient work with the assistance of 
gravity, with gravity eliminated, or against it. 
More discussion of the above is not within the 
scope of this paper but the matter is well covered 
in some of the recent texts on muscle testing and 
in four articles by Hurt** now reprinted together. 

In arranging the patient for treatment the occu- 
pational therapist has a double problem, for not 
only must he give attention to bodily alignment 
but the patient must be in a position to perform 
the treatment activity satisfactorily. He must find 
his position so easy that he will not change to 
another when the therapist is not closely super- 
vising him. In view of the preceding discussion 
on the importance of positioning the patient cor- 
rectly according to scientific principles, one must 
only shudder at a common approach to the bed 
patient. He is handed his school work, his meal, 
or even his occupational therapy and then the 
question is asked, “Are you comfortable?” or 
“Would you like another pillow?” He may well 
be comfortable for the first few minutes, or may 
feel that a quick “yes” is the expected answer. 
It is important to take time to explain to the 
patient how he will be better off in the correct 
position. 

The problem of the occupational therapist is 
complicated by this necessary use of equipment 
and materials by the patient. Brokaw** stresses 
that not only must the patient be in proper 
position, but the equipment must be stable. The 
patient himself should not have to hold on to 
frames or bed tables to keep them from falling, 
nor should be have to reach far for his materials, 
nor should he be required to exercise extreme 
caution to avoid making a mess. These are all 
factors which the therapist must anticipate and 
provide for. Materials which must be reached 
from the foot of the bed or picked up from the 
floor may invite difficulty, while water, paint, or 
ceramic materials placed on the bed spell sure 
disaster. (The writer remembers cleaning red 
enamel from two sheets and a mattress after a 
small boy was “sure” he wouldn’t spill!) Types 
of equipment are discussed in greater detail in the 
following sections. 

A final consideration concerns the patient’s 
eyes. Prevention of eye strain for the bed patient 
is more difficult than for one who is ambulant 
and may move about. “The normal relation of 
the head to the work should be maintained.”** 
Adequate light should come from the rear and 
from the side opposite to the hand being used. 
The patient should not face glare from the sun, 
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lights, bright walls, water or snow. The occupa- 
tional therapist often feels that adequate lighting 
is something beyond his control, whereas the 
following measures are often appropriate in an 
effort to secure adequate lighting. An under- 
standing of the problem may be developed with 
the nursing personnel so that the patient may be 
moved near the window, either permanently or 
for the treatment period. (In arranging patients 
in wards one wonders if more attention could be 
given to placing near the windows those who 
find it interesting, rather than those who are too 
blind or senile to enjoy it.) The blinds or shades 
may be raised or lowered, ceiling lights may be 
turned on or off provided others are not in- 
convenienced, bed lamps or bedside lamps may 
be procured, or even those which attach to a 
book may be used. Light which may be regulated 
as to brightness and directed at the work is 
desirable though the contrast between the bright- 
ness of the light on the work and that in the 
room itself should not be too great. It may be 
possible to shift a young patient to the foot of 
the bed if necessary to get adequate light for his 
treatment. Failing all else, the occupational 
therapist must not give fine work to the patient 
who can see only well enough to do coarse work. 


Though occupational therapy itself is not the 
subject of this study, it must be emphasized that 
all these factors of posture and equipment, which 
includes splints, functional or otherwise, must be 
considered but must not then dictate the patient's 
treatment. He is not merely occupied in proper 
position, but his overall and specific needs are 
considered from the beginning of treatment and 
plans are made to meet them. “Preparation for 
crutch walking begins when the patient goes to 
bed.”*° This principle of overall planning holds 
true whether he is to continue life as a paraplegic, 
an arthritic, or with no residual handicap. 


The general consideration of posture for the 
bed patient as related to occupational therapy may 
be briefly summarized. Each body segment must 
be aligned above its base rather than held in 
position by muscle action; position should not be 
maintained too long without walking or lying 
and should be punctuated by short periods of rest 
and relaxation; the occupational therapist must 
know the movements and normal range of motion 
of each joint as well as how to use the element 
of gravity according to the patient’s needs; the 
position of the patient must be easy and satisfactory 
to him so that it will be maintained; equipment 
used must be stable and all needs and emergencies 
should be provided for by the therapist; adequate 
lighting must be arranged; and finally, all these 
considerations must not dictate the treatment as 
the principles and practices of good occupational 
therapy must still be applied. 
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Face Lying (Prone) 

This is a difficult position for the patient to 
work in. He should lie on a firm mattress which 
is best achieved by placing a large piece of 34-inch 
plywood on the spring under the mattress. The 
patient’s body must all be in one plane and his 
feet placed over the end of the mattress, prefer- 
ably against a foot board. A foot board is the 
width of the bed and high enough to keep the 
covers off the patient’s toes when he is lying on 
his back. The board may be secured to the foot 
of the bed or two narrow boards attached at a 
right angle to each end of the board at the bottom 
may extend way under the mattress. In any event 
two-four-inch blocks are placed between the end 
of the mattress and the board to allow space for 
the feet to drop down. 


If needed a small pillow may be placed under 
the face which is turned to one side. Another 
pillow should be placed under the body extending 
from below the ribs to just below the hips to 
support the abdomen and lower back. A folded 
towel is then placed under the ankles to relieve 
pressure on the knees and maintain them in about 
five degrees of flexion. Small towel rolls or small 
round “doughnuts” which are made of very soft 
towel, moleskin, or sponge rubber covered with 
fabric can be placed under the shoulders. Obviously 
the patient should not have these supports during 
sleep as they would only be dislodged. The 
position and necessary equipment for face lying is 
well described in two manuals, Posture and Nurs- 
and Nursing for the Poliomyelitis Patient.** 
In order to participate in occupational therapy the 
patient is placed near the edge of the bed so that 
part of his forearm may extend over the edge of 
the bed. The work is then placed on a table next 
to the bed so that the top is only slightly lower 
than the top of the mattress. The work must be 
such that it can be accomplished with one hand 
and must be attached to the table by appropriate 
means. Placing a lamp on the table which will 
shine in the patient’s eyes is to be avoided. If a 
patient is encased in a total body cast the physician 
may allow him to be supported under the chest 
and abdomen and to work for short periods with 
the work placed directly in front of him on the 
end of the mattress. 

Side Lying 

In order to support all the body segments in 
a horizontal plane while sidelying, certain supports 
are necessary. A small pillow should be placed 
beneath the head and one each under the top 
arm and leg. Some find it convenient to use one 
long soft pillow under both the arm and leg.** 
Occupational therapy will be difficult in this 
position also, but it should be emphasized that the 
therapist should not continue to wait to find the 
patient in another position. If the patient is turned 


regularly she should try to work with him when 

he is supine or sitting, but failing this she should 

be able to give treatment as he is. Work should 

be placed on the bed or on an adjacent table. 
Back Lying (Supine) 

In back lying the segments of the body should 
be in the same relationship to each other as in 
good standing posture. The bed should be firm, 
the foot board should be used and the covering 
should be loose.** To remove strain on the knees 
a folded towel should be placed under the head 
of the tibia low enough to avoid pressure in the 
popliteal space.*® For comfort a small pillow may 
be placed under the head. Joplin*® emphasizes 
certain precautions; the head should not be 
propped up by too many pillows, nor should the 
shoulders be crowded forward by them, the upper 
spine bowed and the ribs crowded. If the hands 
are to be used in activity then the upper arms 
should be supported off the bed to avoid fatigue 
of the shoulder flexors.*7 This may be done with 
folded pillows or with plastic supports made in 
the form of a “V” with the point placed at the 
axilla. 

In the patient with poliomyelitis certain addi- 
tional precautions are indicated. The bed is ar- 
ranged as previously outlined except that care 
should be given to avoid irritating bedding. Sheet 
blankets should be used and a bed cradle, the room 
should be warm and free from drafts.** There 
should be no pillows under the head. 


Often after positioning the patient the occupa- 
tional therapist finds it a difficult problem to ar- 
range the work so that the patient can see and so 
that he can do it satisfactorily while deriving treat- 
ment value. The Balkan frame over the bed is a 
great help, as knotting frames, books and drawing 
boards may be suspended from it. A heavy adjust- 
able table with a tilting top, known as a “Tilly” 
table, is useful as the top may be inverted so as to 
be in the proper relationship to the patient’s eyes 
and the work clamped thereon. There are also 
several examples of wooden stands which are 
placed on the floor on each side of the bed. Cross 
bars at adjustable heights run between the two 
uprights to support a small table loom or other 

Sitting 

This is the easiest position in which to give occu- 
pational therapy to the bed patient. The same prin- 
ciples of posture apply as were outlined at the out- 
set. “Correct sitting requires the body so poised 
that the trunk from the hips up will be in essenti- 
ally the same position as when standing.”*? “The 
bed should be cranked up so that the patient is at 
an angle of ninety degrees or as near this as the 
patient’s physical condition will permit.’** The 
patient should be sat up “with a slow rhythmic 
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pace to avoid making the patient lightheaded from 
failure of vasomotor adjustment.”** 

A common fault lies in not sitting the patient 
up straight enough. Often the patient himself will 
wish to be left part way up, from thirty to forty 
degrees. It is readily seen that in this position the 
body segments are not in a horizontal plane nor 
are they over their base of support. Any attempted 
active movement is difficult from this position; the 
arms are not supported, the head is held far for- 
ward in a fatiguing position, the bed table if used 
is too far away, and finally the patient is more apt 
to slide down. 

In contrast to the half-sitting position described 
above, a very slight amount of tilt is preferable if 
required for the patient’s comfort and freedom in 
breathing. McCullough*® suggests placing two 
pillows lengthwise of the bed but on a slight angle 
so that their top corners overlap about fifteen 
inches, then placing a third pillow across these 
two near the top. Another method of arranging 
three pillows is to place the middle one under the 
lumbar spine and the other two under the head 
and shoulders.** If more than three pillows are 
needed, some other means of support should be 
used. 

As the patient comes to the sitting position the 
thighs flex, thus stretching the hamstrings and re- 
quiring a corresponding flexion of the knees to pre- 
vent discomfort. A rolled or folded pillow may be 
placed under the knees, or the bed may be cranked 
up. If the pillow arrangement is used the patient 
may have a tendancy to slide down. McCullough** 
suggests several ingenious ways of preventing this. 
A pillow may be folded over a broomstick which is 
tied with a rope at each end to the head of the 
bed. The pillow then stays in place under the 
patient’s knees. Another means of securing a 
pillow is to roll it up in a sheet (like a sausage in 
its skin) and tuck the ends of the sheet under the 
mattress which holds it in position. In any case the 
support placed under the knees should include the 
head of the tibia to prevent strain on the knee 
structures. In cases of arthritis some feel that sup- 
port under the knees would increase flexion de- 
formity. Collins writes, “At no time should pil- 
lows be placed under the knees.”** 

While the patient is sitting the arms should also 
be supported rather than just allowed to hang 
from the shoulders. Folded pillows may be placed 
under the forearms or a wide lap table which has 
been cut out to allow for the body will offer good 
support.*” Slings to support the arm and wrist 
may be attached from a Balkan frame, clamped 
to the bed frame, or suspended from a heavy floor 
stand. Lap boards may be supported by folded 
pillows or blankets under each end, though lap 
tables with legs and tilting tops are preferable. 
Simple lap tables are easy to improvise using three 
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sides of a wooden crate, a baking tin or cookie 
sheet, ironing board, extended lid of an adjacent 
sewing machine, a card table with the legs sawed 
off, a table leaf or other board across folded pil- 
lows, sandbags, or across adjacent chair backs. In 
no event should the lap table be left to teeter on 
the patient’s knees. 

So much use is made of pillows that some dis- 
cussion of them seems warranted. The occupational 
therapist should be provided with several of dif- 
ferent sizes for use in positioning patients as one 
is seldom enough. When folding or rolling pil- 
lows they may be tied with string to keep them in 
shape. If a rolled pillow seems too soft for the 
purpose a rolled blanket will be firmer, though too 
rough to use directly against the patient's skin. To 
anchor that small pillow behind the patient’s head 
it may be pinned to the sheet and mattress. 

In homes and hospitals which do not have beds 
which can be adjusted to support the patient in a 
sitting position there are many improvised means 
which can be used on the bed. The legless arm- 
chair is made by removing the legs of an ordinary 
armchair and attaching a strip of wood two or more 
inches wide beneath the front edge of the seat to 
tilt the chair back slightly. Legless chairs should 
be made of several different sizes so that patients 
may be placed in a chair which fits them.’ An 
ordinary straight chair may be placed upside down 
and backwards on the springs under the head of 
the mattress or even on the bed itself to support 
pillows. Ovher means of supporting the patient up- 
right in bed are to place a card table or board 
bchind the patient. 

For the patient who must remain in bed for a 
long period of time some thought might be given 
to little extra conveniences, beginning with the bed 
itself. Above all he should have a bed to himself, 
and even a double bed may be more convenient 
in allowing more freedom of movement as well 
as a space for his things. Mention should be made 
of the new mechanical bed which may be installed 
in the patient’s home and which has all the neces- 
sary conveniences and plumbing built in. By 
pushing electric switches the patient may set in 
place a washbowl, bed table, or bed pan, as well 
as adjust his own posture. While this mechanical 
bed offers many conveniences, it is expensive, 
though no more so than a fine automobile which 
the same patient might buy if he were able to use 
it. 

As already suggested, one real problem of the 
bed patient, and particularly the one receiving oc- 
cupational therapy, is how and where to keep his 
things. The sick person, especially a child, in the 
strange environment created by the fact that he 
is ill in bed finds some security in his own things. 
Furthermore, he finds it frustrating not to be able 
to reach what he needs and his too frequent de- 
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mands on people who care for him create undesir- 
able tensions in those concerned. It is well worth- 
while to take time to start to provide for his 
expected needs.” Materials which should be kept 
together can be placed in a cloth sack or draw- 
string bag attached to the head of the bed, to the 
bed rails under the edge of the mattress, or even 
to the sheet and mattress by pins. A large paper 
bag may be similarly attached to serve as a waste- 
basket. If something is needed to protect the bed- 
ding while the patient is working, a large piece of 
plastic or cloth is better than a newspaper which 
may slide off. Things which do fall on the floor 
may be retreived, provided they are not considered 
contaminated, by using a dowel with a hook at- 
tached or a commercial gadget made for the pur- 
pose which is like a long pair of pliers. Also the 
Japanese stores sell a long, claw-like back 
scratcher made of bamboo which patients in body 
casts or with severe arthritis find useful for reach- 
ing things as well as for that remote itch. 

It is also wise to think of devices which help 
the patient hold his things while using them. 
Card holders on a gooseneck stand or in the form 
of a leather or wooden rack are easily made.”' 
C-clamps should be used whenever possible to hold 
work to a bed table. A book may be placed on a 
rack in the proper position rather than held in 
the hand which encourages faulty posture of the 
head and neck. 

Summary 


Correct posture is important in that it contributes 
to the proper functioning of body systems, mini- 
mizes eye strain, lessens the development of bodily 
fatigue and its concomitants, and makes possible 
more precise occupational therapy in which resist- 
ance and range of motion can be regulated. The 
basic and important principles, however, have been 
emphasized. The recumbent patient, face-lying, 
back-lying or side-lying, must have all of the body 
segments in the same horizontal plane as their 
point of attachment except the feet which are in 
a nearly vertical plane. Proper supports must be 
given to maintain all segments in correct align- 
ment. When sitting up in bed the alignment of 
the body from the pelvis up must be the same as if 
the patient were standing. Each segment should 
be over its base of support rather than being held 
by constant muscle contraction. The occupational 
therapist must understand the principles of correct 
posture and body mechanics for the bed patient 
and must have at hand and use the different kinds 
of equipment and adaptations necessary to arrange 
the patient properly. 

Conclusions and Recommendations 

In view of the great importance of correct 
posture and body mechanics in the bed patient, as 
well as the unfortunate consequences of faulty 
positioning, it must be concluded that the matter 


merits more attention and care than it has received. 
The neglect of the patient’s posture cannot be ex- 
cused even though the problem confronting the 
occupational therapist is made difficult by the 
nature of the treatment itself and its necessary 
materials. 

Apparently the training of the occupational 
therapist is somehow inadequate in this matter of 
posture. More emphasis should be placed on the 
principles involved in posture, including experi- 
ence in the adaptation and use of posture equip- 
ment. 

In many of the curriculums for both physical 
therapists and nurses”**** a comprehensive program 
of posture training is given, both in relation to 
the worker and to the patient. It is recommended 
that a similar program for occupational therapists 
be inserted into the present training programs. 
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PLASTIC SPLINTS 


MARY H. BOYCE, O.T.R. 
Chief, Occupational Therapy 
Veterans Administration Hospital 
Portland 7, Oregon 


Splinting patients involved with poliomyelitis is 
definitely not a new procedure, but the types and 
kinds of splints used have varied considerably in 
the past few years from plaster of Paris to alum- 
inum. Much has been written on the treatment 
of the poliomyelitis patient, and most authors 
agree that some supporting apparatus is necessary 
in the convalescent period. After the acute stage 


Fig. 1. Opponens Cuff 


has subsided there is a time during recovery that 
contractures are apt to occur caused by the shorten- 
ing of normal muscles and the over-stretching of 
paralyzed ones. Also fatigue of a systemic nature 
is a great factor. Because of these two conditions 
the patient is required to have limited or no 
activity and as a result is likely to suffer from 
mental depression. Splints have met these prob- 
lems by helping prevent contractures and enable 
the patient to work in an advantageous position 
to carry on some interesting and therapuetic ac- 
tivity. 

Since splints are of a temporary nature, as op- 
posed to braces which are a permanent support, 
they should be quickly constructed, easily adjust- 
able, efficient in support, and not too involved in 
their design. For the past year the occupational 
therapy department of the Veterans Administration 
Hospital in Portland, Oregon, has been experi- 
menting with plastic as a splint medium. This 
light weight material has been successful in that 
it lends itself to individual contours, is comfort- 
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able to wear by causing little fatigue and is easy 
to fabricate. 

The following splints are some of our more 
successful efforts. 

The opponens cuff (Figs. 1, 2) is used very 
early with poliomyelitis patients to prevent the 
over-stretching of the opponens pollicis muscle and 
the contracture of the adductors of the thumb. The 


. Fig. 2. Opponens 
Bend on dotted lines to fit hand 
hand is thereby placed in good position so that 
finger opposition is possible. This gives the patient 
a useful hand and one that can be strengthened by 
many activities. 

The abduction shoulder splint ( Figs. 3, 4, 5, 6) 
is used where the deltoid and biceps muscles are 
involved. Since a weakened muscle should not 
be kept on stretch, the position of abduction for 
the arm with deltoid and biceps involvement is 
necessary. A heavy orthopedic brace of metal is 
cumbersome and tiring to the patient. This type 
of splint is particularly successful made of plastic 
for, even though it is a large splint, it remains 
comparatively light weight to wear. The pictured 
splint has been worn by one of our staff doctors for 
seven months during which time he has been able 
to carry on his professional duties without too 


* “Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The 
statements and conclusions published by the author are 
the result of her own studies and do not necessarily 
reflect the opinion or policy of the Veterans Administra- 
tion.” 
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Fig. 6. Abduction Shoulder Splint 


much fatigue. The hinged-type arm allows him 
use of his hand for writing and can be locked 
into place again while walking. A small supinator 
cuff ( Fig. 7) which holds the hand in partial supin- 
ation for writing was also made for this patient, 
which he could slip on and off as the need arose. 

The wrist extensor (Figs. 8, 9, 10), sometimes 
referred to as a cock-up splint, is easily adjustable 
according to the range of motion at the wrist 
joint and keeps the wrist from dropping into bad 
position. The cock-up end of the splint should 
not extend further than the metacarpophalangeal 
joint, allowing free movement of fingers. This 
type of splint can also be used with peripheral 
nerve injuries. 

The foot-drop splint (Figs. 11, 12) may be 
used with acutely ill patients while in bed to keep 
the foot in good alignment. This splint made of 
plastic is more comfortable than one made of 
metal. There is an open portion over the achilles 
tendon to prevent an undue pressure over this 
area. 

Figs. 13, 14 shows a splint for extension of 
fingers and abduction of thumb and can be worn 
for a peripheral nerve injury with surgical repair. 

To design and fabricate a good splint, many 
things should be considered. Dr. E. W. Fowlks, 
Chief Physiatrist of the Portland Veterans Ad- 
ministration Hospital, states that a good splint 
should: (1.) Be light weight to prevent fatigue. 
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(2.) Maintain correct posutre to prevent over- 
stretching of paralyzed or shortening of normal 
muscles. (3.) Permit freedom of finer movements 
and circulation. (4.) Be easy to adjust to meet 
changing needs. (5.) Prevent peripheral nerve 
pressure. (6.) Be comfortable to wear. (7.) 
Permit freedom of gentle muscle contractions. 


All splints should be prescribed by the doctor 
in charge of the patient and, when completed, 
should be checked with the occupational therapist 
against the above specifications. Consultation with 
the patient’s physical therapist is also of great 
value. In this way a feeling of team work is given 
the patient and he becomes conscious of a unity 
in his treatment. 

In fabricating the splint the following sugges- 
tions are given: 

1. Take individual measurements of patients 
and construct splint over these measurements. 
Draw around a hand, wrist, or foot. Make a 
paper template of chest or waist as needs are re- 
quired. Paper patterns may be helpful and prevent 
errors in the plastic splint. 

2. Bevel all edges and smooth by sanding and 
buffing so that no irritation will occur. 

3. Pad pressure areas with sponge rubber or a 
suitable substitute. 


4. Joints of the splint will adhere better if lam- 
inated together while hot from the bending pro- 
cess. Also, if the plastic is hot it can be shaped 
over surfaces which may not be entirely flat. 

5. All slots for straps or leather cuffs should 
be planned ahead and cut in before bending and 
shaping. 

6. A strip-heater is of great help in making 
splints in that one can concentrate heat on the 
given area without heating the whole piece. 


Fig. 7. Supinator Cuff 
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Fig. 14. Finger Extension, Thumb Abduction 


7. The thickness of plastic used can be adjusted 
according to the stress and strain that is to be 
required. For instance the plastic used in the shoul- 
der abduction brace is: %” while the opponens 
cuff can be 44”. 


The plastic splint has untold possibilities and 
can be as effective and useful as the ingenuity of 
its designer allows. Plastic as a medium for splints 
seems superior over other materials in that it is 
lighter weight and easier to control. The fabrica- 
tion of the splints seems to fall naturally within 
the realm of the occupational therapy department, 
as knowledge of the function of muscles on the 
skeletal system and the skill of manipulating 
plastic are required. 

Since polio patients usually have a long con- 
valescent period where muscle function is slow, 
fatigue is great, contractures always threatening, 
discouraging mental attitudes gradually developing 
from inactivity; any aids that can be fabricated to 
prevent any or all of these difficulties seem ex- 
tremely important. We have found that the plas- 
tic splints have met these needs and are of value 
in helping the patient recover physically as well 
as psychologically. 


BIBLIOGRAPHY 


Guyton, Arthur C., M.D., and Reeder, Robert C., B. A., 
“Pain and Contracture in Poliomyelitis,’ Archives of 
Neurology and Psychiatry, Jan., June, 1950. 

Guyton, Arthur C., M.D., University, Miss., “Reaction 
of the Body to Poliomyelitis and the Recovery Process,” 
Archives of Internal Medicine, 

Nangle, E. J., “Poliomyelitis: The Principles of Treat- 
ment,” Physiotherapy, Sept., 1950, 175-177. 

Deaver, George G., “Rehabilitation of Poliomyelitis 
Patients,” Post Graduate Medicine, Vol. 9, No. 2, Feb., 
1951, 155-157. 

Britt, Louis P., and Bennett, Robert L., “Care of the 
After-Effect of Poliomyelitis,’ Archives of Physical 
Medicine, Oct., 1950, 646-652. 


AJOT VI, 5, 1952 


Bennett, Robert L., “Convalescent Poliomyelitis,” Jlli- 
nois Medical Journal, Sept., 1950, 174-179. 

Rusk, Howard A., “Rehabilitation Services for the Polio 
Patient,” Hospitals, J.AJH.A., March, 1951, 49-51. 


Body Mechanics 
(Continued from page 202) 


27. Hurt, Sue P., “Considerations in Muscle Function and 
their Application to Disability Evaluation,” American 
Journal of Occupational Therapy, April, August, 
October, 1947, and February, 1948. 

28. Brokaw, Edith, O.T.R., “Adaptation of Media, Part 
Il,” American Journal of Occupational Therapy, 
April, 1948, p. 77. 

29. Nursing for the Poliomyelitis Patient. New York: 
Joint Orthopedic Nursing Advisory Service, 1948, 
p. 63. 

30. Stevenson, of. cit., p. 44. 

31. Stevenson, of. cit., pp. 35-37. 

32. Polio and Nursing, op. cit., pp. 22-25. 

33. Stevenson, op. cit., p. 26. 

34. Ibid., p. 24. 


35. Ibid., p. 36. 

36. Joplin, op. cit., p. 9. 

37. Collins, Elizabeth, O.T.R., “Occupational Therapy 
with Rheumatoid Arthritis,” American Journal of 
Occupational Therapy, September, 1948, p. 269. ~ 

38. Pohl, John F., The Kenny Concept of Infantile 
Paralysis and its Treatment. Milwaukee: Bruce Pub- 
lishing Co., 1943, p. 85. 

39. Blodgett, of. cit., p. 279. 

40. Photographs of Adapted Equipment, Washington, 
D. C.: Department of Medicine and Surgery, Veter- 
ans Administration, p. 21. 

41. Haas, Louis J., Equipment Aids for Those with One 
Hand, White Plains: Louis J. Haas, 1945, p. 9 and 10. 

42. Joplin, op. cit., p. 8. 

43. Collins, loc. cit. 

44. Wright, of. cit., p. 2. 

45. McCullough, Wava and Marjorie Moffit, R.N., 
Illustrated Handbook of Simple Nursing. New York: 
McGraw-Hill Book Co., 1949, p. 53. 

46. Stevenson, of. cit., pp. 36-38. 

47. McCullough, of. cit., p. 61. 

48. Collins, op. cit., p. 269. 

49. Stevenson, of. cit., p. 40. 

50. McCullough, of. cit., pp. 56-57. 

51. Self-Help Devices for Rehabilitation, Vol. Ill. New 
York: Institute for Physical Medicine and Rehabilita- 
tion, c. 1951, p. 23. 

52. Winters, Margaret C., “Integration of Body Mechan- 
ics and Posture in Nursing,” American Journal of 
Nursing, Nov., 1950, pp. 53-58. 

53. Brown, Thelma A., R.N., “The Student Nurse and 
Physical Therapist, “American Journal of Nursing, 
October, 1948, reprint. 


the JOURNAL 


Buy from advertisers. By 
supporting them you are helping them support 


the JOURNAL. 


207 


> 
| 
ips 
— 


THE PSYCHODYNAMICS OF THE MALE PATIENT 


LAWRENCE LeSHAN, BSS.,M.A., and 
EDA LeSHAN, B.S., M.A. 


The occupational therapist today is a highly 
skilled professional worker who is well trained in 
her field and most frequently a woman. Therefore 
during the course of this paper the feminine pro- 
noun will be used. An occupational therapist has 
a respected position in a modern hospital and is an 
organic part of the medical team. Much has been 
done on the physical reconditioning aspects of her 
task. However, so far as psychological facets have 
been concerned, work has been restricted chiefly 
to methods of keeping patients from boredom, to 
turning their interests outward and to helping 
them re-establish contact with reality, in the case 
of psychiatric patients especially. There appears 
little in the literature which indicates concern 
about the role that the occupational therapist plays 
in the unconscious fantasies of her patient or in 
his perception of himself and his world, and 
how far this role helps or hinders his emotional 
health and his will toward recovery. 


This paper is concerned only with the relation- 
ship of the occupational therapy worker and the 
male patient. There is no question at all about 
the enormous contribution made by the occupa- 
tional therapist in terms of physical rehabilitation 
and emotional re-adjustment. But in order to ex- 
plore a new area that may be of significance in oc- 
cupational therapy, it seems worthwhile to examine 
some socio-psychological problems that most males 
face in our society. 


The American male tends to have been brought 
up in an environment largely dominated by 
women. His mother is usually more closely con- 
cerned with his life at home, and his teachers are 
almost all women. It is not an easy process for 
boys to discover the ways in which they can suc- 
cessfully express their masculinity and feel really 
differentiated from their female sisters and class- 
mates. A great deal of passivity, an acceptance of 
domination by women, is demanded of them while 
at the same time they are fearful of being called 
“sissies” and are informally and subtly led to be- 
lieve that masculinity means being an aggressive 
he-man. The ambiguity of the male role in our 
culture has created a marked distinction between 
what we say we would like men to be (a la Errol 
Flynn or Rhett Butler!) and what we actually 
expect of boys and permit them to become. One 
can see the logical result of this confusion in the 
mixed wishes of both men and women and the 
creation of social symbols to represent our concep- 
tion of strong masculinity where we have not al- 
lowed it to develop in actuality. Baseball, televi- 
sion wrestling and wild west movies are some of 


the activities which have come to have this kind 
of symbolic significance. At any rate, there is 
ample evidence in the work of anthropologists and 
sociologists for us to say that the average American 
male has considerable difficulty in successfully ar- 
riving at a satisfactory masculine identification. He 
grows up in an environment that demands a good 
deal of passivity from him, and yet he is con- 
stantly aware that masculinity as expressed in de- 
tective stories and murder movies has at least 
symbolic social approval. He knows that the 
symbols of masculinity are physical action and 
dominance, aggression, violence and independence. 
Reality however, makes these qualities almost im- 
possible to achieve or maintain in socially accept- 
able ways. Therefore, he must find substitute ac- 
tivities and interests to re-inforce his hopeful belief 
that he is really a man even though he does not 
wade across the decks of pirate ships knee deep 
in blood. He may become obsessed with the neces- 
sity of keeping his car in excellent condition and 
the unconscious meaning of this may be: “At home 
I have to discuss all my decisions with my wife 
and at the office the boss tells me what to do, but 
when I get 2 tons of gleaming metal under me and 
am hurtling along the road at 50 miles an hour, 
then I feel like a MAN!” 


He reads detective stories, goes to see “shoot-em- 
up” and Western movies, becomes a baseball fan 
and joins a bowling club. He maintains the illu- 
sion that he could be active and aggressive even 
though no demonstration of this may be called for 
in his daily life. It is important to his sense of well- 
being to feel certain that his relatively passive, 
culturally accepted role is satisfactory to him and 
the result of free choice (he prefers typing out 
invoices all day to going out and shooting lions! ) 


When he becomes seriously ill or is seriously 
handicapped in his movements, this illusion is shat- 
tered. He is dependent and has little choice about 
facing it. Furthermore, he is largely dependent on 
women, just as he was as a little boy. Nurses tell 
him what he may or may not do. They control his 
diet, his exercise is planned for him, and often the 
final blow—he may even need their assistance for 
elimination processes. (It is certainly true that 
when ill, most people have a strong emotional 
need to be dependent and to receive support and 
care, but this does not change the general picture 
we are outlining here except to intensify it, as 
guilt and hostility arise from these needs being 
satisfied ). In short, the sick patient is again placed 
in the role of the small child dominated by power- 


AJOT VI, 5, 1952 


i 


ful adult figures who have independence, autonomy 
and mobility, all qualities he envies greatly. 


Into this emotionally charged situation comes 
the occupational therapist. She walks over to the 
patient whose unconscious perceptions size her up 
as another dominating female who is keeping him 
from male adulthood. (To the male unconscious, 
his being a small child is often equated with his 
being a passive and feminine person.) The occu- 
paticnal therapist now has a real and crucial 
choice to make. She can on the one hand fall into 
this trap. She can offer him things to do which he 
identifies as passive and feminine activities. She 
may try to interest him in leatherwork and weav- 
ing, without first exploring whether or not he 
would find these threatening activities. Beyond 
the actual activity itself, she may make him feel 
that she is strong and well and he is sick and weak, 
that she is active and he is ineffective. If she does 
these things, the activity itself may keep the pa- 
tient from boredom and may do much towards 
his physical rehabilitation. “lowever, they do little 
to re-assure him that he is male and will instead 
reinforce the feeling that he is completely passive 
and helpless. The occupational therapist unwit- 
tingly becomes another of the adults who take the 
role of his parents and who, because of his illness, 
he can no longer successfully rebel against. This 
type of perception of himself and his environment 
are not productive of swift recovery but instead 
tend to delay the convalescent as the emotional 
tensions produced keep his autonomic and glandu- 
lar systems from their most efficient functioning. 


Her second choice is to avoid the trap through a 
conscious effort on her part and a keen awareness 
of how significant her role is in the emotional 
rehabilitation of the patient. She has one particu- 
lar and vital asset on her side, and that is the re- 
storative quality of her work. While her patient 
may be relatively incapacitated at the moment, she 
is most interested in re-training his body, of help- 
ing him to regain his power and efficiency. In 
other words, she has the opportunity of presenting 
herself as the unique person in the hospital en- 
vironment who does not take care of his dependent 
needs of the moment, and is only concerned with 
helping him regain all the qualities of health which 
symbolize masculinity to him; she is an ally in 
his fight against dependence and passivity. 


Once the patient senses this basic orientation, 
the specific recreational activities are relatively un- 
important and must be determined as much as 
possible by the particular physical needs of the in- 
dividual. Many men are sure enough of their own 
sexual identification to be able to thoroughly enjoy 
activities that are ordinarily labeled feminine in 
our society, such as knitting and sewing. Other 
men will find this much too threatening even 
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when the occupational therapist herself has _re- 
assured them through her relationship with them. 

Some of the activities which are offered do 
provide positive reassurance in this general area. 
Fly-tying, for example, or the use of heavy power 
tools. However, there are still vast areas left un- 
touched where the training and ingenuity of the 
occupational therapist could develop new types of 
activities more likely to give invaluable emotional 
support. 

It is only possible to mention a few possibilities 
very brieflly here, but undoubtedly they will sug- 
gest many other activities to the experienced 
worker: 

1. Antique pistols and rifles in very poor con- 
dition are inexpensive. If the worker came into a 
ward with an armful of these (and beautiful mas- 
culine symbols they are) and stated: “These are 
old and beat up. When fixed and polished they 
make excellent paper weights or look wonderful 
hung on a wall. I can show you how to repair 
and make them as good as new. They can be 
renovated, polished, and even engraved if you 
wish”, she would be likely to get a much more 
enthusiastic response than she may have with 
more traditional activities. 

2. Army surplus bayonets and trench knives are 
cheap and make excellent wall ornaments or letter 
openers when plated and engraved. 

3. In this general area are also such activities 
as arrowhead making (Indian flaking and chip- 
ping techniques are not difficult to learn and can 
be done in bed), braiding of 15 to 20 foot rawhide 
whips, making lassos of leather rope, war boomer- 
angs, hunting crossbows and sword canes. 

4. Sports equipment is also masculine oriented. 
Fly-tying, already used fairly extensively, is cer- 
tainly valuable in this connection. Bamboo poles 
cost little and with patience can be split and re- 
bound and made into beautiful and efficient fly and 
casting rods. Tennis racquet re-stringing, the re- 
covering of baseballs, the making of baseball 
gloves are just a few of the possibilities in this 
area. 

5. The automobile as mentioned before is a 
musculine symbol in our culture. The occupational 
therapist is by no means equipped (or the bed 
patient ready) to remove a motor or grind a set 
of valves. But she can bring in a 12-inch square 
of inner tube and a patch kit and teach the patient 
to put on a repair patch. She can design leather 
and rubber snow chains which can be quickly 
and easily put on and taken off. She can learn to 
build the various gadgets, such as tissue dispensers, 
cigarette cases and the like, with which the Ameri- 
can male loves to adorn his car. Even fancy leather 
seat covers are a distinct possibility and by no 
means hard to make. 


(Continued on page 226) 
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NATIONALLY SPEAKING 


NEW OFFICERS 


President ............ Miss Henrietta McNary, O.T.R. 
Ist Vice-President 
Maj. Ruth Robinson, W.M.S.C. (O.T.) 


2nd Vice-President....Miss Marjorie Taylor, O.T.R. 
Miss Clare Spackman, O.T.R. 


Miss Henrietta McNary, O.T.R. 


From the President 


I am pleased to have the honor of serving as 
your president. The American Occupational 
Therapy Association has made a fine record of ac- 
complishment in the past few years; it is not 
that we have been explosive but that we have done 
significant business on a low budget. That is good 
management. 


Other professional organizations have expressed 
their surprise at what has been done by our asso-ia- 
tion with limited funds and a relatively small 
number of office personnel (though they work 
mighty hard). This is .because you, the active 
members of the organization have served on many 
committees and filled in the many questionnaires 
that have come to you. You have provided the 
data, you have pointed up the professional needs 
to be met and then you have contributed sub- 
stantially to meeting those needs. An active 
House of Delegates and a large number of work- 
ing committees have made this possible. It has 
enabled the American Occupational Therapy As- 
sociation to keep its dues relatively low, yet ac- 
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complish the work of a much larger organization. 

We need not review here the educational studies 
and other evaluations. It is through these, however, 
that the occupational therapists have pointed up 
their own clinical interpretation of occupational 
therapy in the field. They have analyzed what 
they want in young on-coming personnel and are 
gearing their training programs in both schools 
and hospitals to refine this preparation. They 
are setting up recruitment and publicity material 
to attract the right type of people into the profes- 
sion. They are aware of the growth and develop- 
ment in allied fields and are strengthening their 
working relationships with other groups. They 
are stimulating the development of clinical 
studies and special research projects. All this is 
professional growth and has been brought about 
largely by the occupational therapists themselves. 

Such cooperative working relationship among a 
large proportion of its 3227 active members is an 
enviable state for any organization. Although we 
are small among professional groups, we enjoy a 
democratic way of life. This “of the people, by 
the people and for the people” quality of the 
American Occupational Therapy Association gives 
strength to its program. Of course we have prob- 
lems yet unmet but we have them spotted. We 
have a ready team-work approach to such prob- 
lems which will assure their eventual solution. 
This may not be spectacularly rapid, but a steady 
pace allows for soundness and durability in our 
work. I am proud to have the honor of serving 
such an organization as president. 

HENRIETTA McNARY, O.T.R., 
President. 


Annual Report of the 
Executive Director 


In presenting this annual report to you I think 
back to one year ago when I undertook the re- 
sponsibility of serving as your executive director. 
There was a very firm and progressively moving 
foundation on which to continue to build. I hope 
this report will indicate a continued growth during 
the year that has intervened. It has been a happy 
year—a learning experience, a revealing experience 
and a rich experience. 

How to make an annual report different has 
been the concern of your executive directors in all 
previous year, now it is mine. An annual report is 
an accounting to you, the members, of what goes 
on in the national office and association-at-large. 


*Read at the general session, 35th annual conference, 
American Occupational Therapy Association, Milwaukee, 
Wisconsin, August 12, 1952. 
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As you know, the activities in your New York 
headquarters take the form of administration, 
membership services, publications, service to com- 
mittees, placement, publicity and recruitment, 
public relations, educational program and research. 
Much of the planning and detailed operation of 
our professional activities are carried out by the 
association’s hard working standing and special 
committees—that is you—and the national office 
is the liason structure on which it rests. A genuine 
and constant effort is made to help keep you in- 
formed and to bring current and relevant informa- 
tion via the Newsletter, Nationally Speaking 
columns in A.J.O.T., Delegates Section in A.J.O.T. 
and printed reports of committees. 


In this report of my first year of service to you, 
I would like to highlight some of the activities that 
have gone on and ask you to check them against 
the general theme of this 1952 conference “Guide- 
posts for Growth”. Can each one stand as a sub- 
stantial single guidepost, and do the total enumera- 
tions reflect satisfying over-all growth? We have 
had successes. We have had failures. In some in- 
stances we have only held ground without neces- 
sarily moving ahead. But whatever we have done, 
we have been self-sustaining and have met our in- 
creasing responsibilities as a growing profession 
on a limited budget. You should feel proud of 
your budget and what you accomplish on it. Both 
budget and accomplishments will be evident in 
reports this morning and in meetings throughout 
the week. 

There is one comment on personnel which I 
wish to insert here. The national office staff, both 
professional and secretarial, has experienced a com- 
plete turnover (within a 114 year period) with the 
exception of the membership and registration 
clerks and the bookkeeper. Such shift is bound to 
have some disrupting significance in the smooth- 
ness, efficiency and continuity of work. A special 
word of commendation is due to Alice Wonsor 
and Gloria Kemmann who are in their 7th year of 
service and Miss Forshay who is in her fourth year. 


A growing activity is our Job Information 
service which now requires about one-half of the 
time of a staff member. You have read the Na- 
tionally Speaking column in the May-June A.J.O.T. 
which carried a detailed account of this service 
weighing the pros and cons as it is conducted. An 
interesting trend is the increasing number of re- 
quests for personnel from hospitals and agencies, 
approximately 50 per month (led by field of physi- 
cal disabilities, followed by psychiatry, tuberculosis, 
general medicine and surgery), while the number 
of therapists requesting job referrals has averaged 
approximately 25 per month, showing a 2 to 1 
ratio. This is a marked difference over figures 
quoted to you in previous years and several infer- 
ences could be drawn, among them an indication 
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of the acute personnel shortage as well as a healthy 
growth in numbers of departments. Each three 
months we have revised the printed list of positions 
available which includes some two hundred jobs 
with each revision and has been distributed to over 
two hundred requests representing O.T.R.’s on the 
move, students about to graduate and foreign thera- 
pists. 


There are obvious weaknesses in this service as 
it is based on referrals of names of candidates only, 
and does not profess to make recommendations 
with full data, personal qualifications or follow- 
ups. It endeavors, only, to put employers and thera- 
pists in touch with one another. Under existing 
circumstances the service can operate only as effi- 
ciently as time allows. However we believe this 
is an important operation both as a service to mem- 
bers and an instrument in extending the profes- 
sion. 

Our scholarship activity this year shows growth 
and deserves comment. The A.O.T.A. scholarship: 
fund reached the one thousand dollar mark last 
year through contributions from the state associa- 
tions. It was recommended that the sum be re- 
tained as an undergraduate scholarship fund to be 
awarded for the 1952 spring semester, in individual 
amounts not to exceed $250.00, to senior and 
clinical training students, and to not more. than 
one student from each school. Seventeen applica- 
tions were received from students representing ten 
different schools. The seven awards were an- 
nounced in the February Newsletter. Appreciative 
letters have been received from the recipients. We 
are concerned with the building of a permanent 
A.O.T.A. scholarship fund which, now begun, we 
should make every effort to keep alive. A residual 
of $120.00 has purposely been retained to provide 
a core for further development. This first attempt 
at financing our own scholarships was a noble one. 
Perhaps a regional plan is feasible whereby scholar- 
ships are provided by state associations to schools 
in their area. Two states have already indicated 
that they are doing this. 


Two new scholarships generously offered for the 
first time this year were the Picture Craft award 
and the National Tuberculosis Association fellow- 
ships in occupational therapy. Each has awarded 
two scholarships for the 1952 winter session to 
seniors and advanced standing students, as an- 
nounced in the August Newsletter. There were 
eight candidates from which the Picture Craft 
selection was made. We have not been advised 
relative to number of applicants for the T.B. fel- 
lowship as applications were handled by that or- 
ganization, but it is interesting to note that one of 
these is co-sponsored by the Pennsylvania Tuber- 
culosis and Health Association. Thus a total of 
eleven undergraduate scholarships are aiding 
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worthy students. Scholarships at the graduate 
level in specialized areas have continued. 


The report of the recruitment and publicity 
committee will be given in the committee reports 
that follow. I will speak of action in the national 
office in our efforts to coordinate the over-all pro- 
gram. We have been without a national recruit- 
ment chairman throughout the year which has 
been a most unfortunate situation. Repeated in- 
vitations to members to chair this committee have 
resulted in refusal. This has meant loss of import- 
ant momentum which had derived out of the 
splendid effort of the last several years on the part 
of the state associations. However state chairmen 
are to be commended on excellent efforts in many 
states as evidenced through requests for material 
and notices sent to us of press, radio and television 
exhibits. A plan of regional co-chairmen was initi- 
ated in the early fall to achieve effective expansion. 

Distribution of literature and materials continues 
in unabated flow to go out of the offices. Two wide 
spread mailings this year were Career Briefs to 
all guidance counselors in institutions of higher 
education, approximately 2000, and to some 2500 
hospital superintendents a reprint of the Hospitals 
magazine article “Planning the Complete O.T. 
Service” inserted in an attractive flyer captioned, 
“Here is a yardstick—How Do You Measure Up?” 
Our entire membership was alerted by individual 
letter to the recruitment campaign of the defense 
advisory committee on women in the services, a 
joint endeavor in which the national associations of 
dietetics, physical therapy, nursing and occupa- 
tional therapy are working on a long-range basis 
toward civilian as well as military personnel needs. 
This spring we carried out a major shipment of re- 
cruitment material to all state chairmen (45) to 
wind up their year in a “blaze of glory”. A total of 
50,282 pieces of literature were sent and you will 
be glad to know that the replenishment of ma- 
terial which made this possible was due to your 
willingness to raise dues and thus allocate an addi- 
tional $1,000.00 to publicity and recruitment. 

The A.O.T.A. traveling exhibits are important 
in our recruitment program. Significant in their 
itinerary this year was joint space with American 
Dietetics and American Physical Therapy Associa- 
tions at the Council of Guidance and Personnel 
Associations meeting (being a combine of ten of 
the national guidance organizations). 

We have been privileged to have received grants 
for developing and furthering our educational and 
research program over a continuous period of 9 
years. You have been kept well informed of these 
and know our accomplishments resulting from the 
Kellogg and Grant Foundation funds. You will 
hear, today, in Miss Matthew’s education office 
report of the concluding phase of the project which 
has engaged our attention for the past three years, 
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namely the development of a student selection in- 
strument. This should bear both direct and indirect 
benefits to our profession. 


Immediately following the 1951 conference a 
five year comprehensive research program was 
drawn up re-aligning our future program in terms 
of our past achievements and present needs, com- 
prising seven projects of which five are related 
directly to the educational and clinical field and 
two to general association needs. The latter two 
pertained to (a) publicity and recruitment and 
(b) vital statistics. The former pertained to evalu- 
ation of O.T. training centers and departments, in- 
vestigation of clinical techniques, training and 
selection of therapists for (a) instructional assign- 
ments in training centers and schools, (b) for 
graduate study in specialized areas. These have 
formed the basis of our work this year in which 
extensive time has been spent contacting those or- 
ganizations and foundations into whose philan- 
thropies our needs would fit. 


Although we are not entering upon the 1952-53 
fiscal year with a definitely sponsored research 
project, it is felt that substantial ground work has 
been laid toward realization of continuing in the 
near future. It became obvious during the winter 
that we would probably not be successful in find- 
ing financial backing for operational projects such 
as recruitment, and survey and compilation of vital 
statistics. Consequently we are undertaking these 
under our own resources or in conjunction with 
other groups described later in this report. 

During the year we have contacted eighteen 
different foundations through letter and interview. 
We have lodged specific research proposals or 
synopses of projects for consideration with seven 
of these, ie. Association for Aid to Crippled 
Children, Max Fleischmann Foundation of Nevada, 
Ford Foundation (Fund for the Advancement of 
Education), Grant Foundation, National Tuber- 
culosis Association, Russell Sage Foundation and 
United Cerebral Palsy. We are still in process 
with these agencies. 

This time consuming operation has become a 
rather fascinating study for your executive director. 
The shifts in trends of “giving” frequently reveal 
that there is less going to organizations and more 
to individuals and institutions. 

In connection with this whole phase of our pro- 
gram I would like to acknowledge with apprecia- 
tion, the services of Dr. Hyman Brandt, our edu- 
cation research consultant. I will speak briefly of 
public relations which include our extra-mural ac- 
tivities and are increasingly important. They might 
appreciatively be termed “at home and abroad.” 
With the establishment of the World Federation 
for Occupational Therapists, representing an initial 
membership of nine countries, the international 
flavor we are already enjoying is not likely to de- 
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crease. We have constant inquiries from foreign 
therapists and medically related personnel relative 
to opportunities for graduate study and observation. 
This is not entirely a one sided affair as our own 
members seek foreign contacts. At this moment 
there is pending the announcement of appoint- 
ment of three of our members who have been 
awarded an O.T. lectureship at the University of 
Florence, Italy, under the 1953 Fulbright program. 
A cross-section of visitors coming to the national 
office during the last half of this year reveals a 
doctor and social worker from Brazil, a psychia- 
trist from France, a rehabilitation team from Tugo- 
Slavia, a medical missionary from Korea, a charm- 
ing woman doctor from Japan (on a_ physical 
medicine fellowship), an industrial therapy 
teacher from Cuba and a doctor’s assistant from 
Sweden. 


There is not time to enumerate the domestic 
field activities which are increasingly numerous. 
This schedule has included visits to clinical de- 
partments, and attendance at approximately 50 


meetings of varied types pertaining to our own 
and related fields. 


A concluding comment on these public relations 
is the trend of inter-professional cooperation and 
joint approach on common problems and goals 
evident in several of the activities in which we 
have participated. This pooling of comparable 
groups in the health field, instead of groups work- 
ing independently and at times in direct competi- 
tion to one another, is a heartening note and holds 
strong potential, particularly in respect to training, 
scholarships, recruitment and finances. Three good 
examples are the current survey conducted by the 
National Foundation for Infantile Paralysis on 
remedies of personnel shortages in medical social 
work, physical and occupational therapy; panel on 
training of paramedical personnel called by the 
President's Commission on Health Needs of the 
Nation; Health Information Foundation determin- 
ing recruitment needs of eight of the ancillary 
services, with proposed action at the national level. 


One year ago I accepted my appointment as 
your executive director with pleasure, anticipation 
and humility. Today, I look forward to another 
year of working with you with additional pleasure, 
no less humility and real pride as we step into line 
for the 1952-53 march. I take this opportunity to 
express appreciation for the understanding, help 
and cooperation of the officers, members of the 
board of management, national office staff, com- 
mittee chairmen and all individual members of the 
Association. 


Respectfully submitted, 
MARJORIE FISH, O.T.R., 
Executive Director. 
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Annual Report of the 
Educational Secretary 


The activities of the educational office, during 
the year 1951-52 have been focused on the research 
program and the continued evaluation of the 
registration examination. During this period the 
remainder of the Kellogg Grant, which has sup- 
ported much of the general education program, has 
been exhausted. The first of September will mark 
the end of the Grant Fund as the research study 
to develop a student selection instrument is com- 
pleted. The increased allotment from the general 
office has spanned the differences between the de- 
pletion of foundation funds and rising prices. You, 
as individual members, have indicated your future 
support by changing your membership status from 
active to that of sustaining members. 

A summary of the year’s work is as follows: As 
has been reported to you previously, the develop- 
ment of the student selection instrument followed 
the premise that a pattern of successful occupa- 
tional therapy practice be established first then it 
was determined what interests and characteristics 
contributed to such attainment. For this reason, 
then, over the three year period the “guinea pigs” 
have grown younger and younger. The first group 
consisted of 104 therapists who had practiced 5 to 
10 years; the second group included 236 therapists 
who had less than 3 years experience (these two 
groups were included in the same validation run); 
the third group was comprised of 250 therapists 
who averaged 1 year and 9 months of practice; 
and the last group contained 300 students in clini- 
cal training. In this way the questionnaire was 
tested, revised, and tested again to determine what 
items were valid as the age of the “guinea pig” 
approached that of the student applying to enter a 
school of occupational therapy. 

The original questionnaire of 964 items was 
revised on the basis of the analysis of the responses 
and the comments of the participants. This re- 
sulted in changing some of the content material 
and type of question as well as the deletion of the 
non-working items. The resulting 857 items ade- 
quately covered biographical data, personality ad- 
justment, interest in 5 ancillary fields, and partici- 
pation in and degree of skill in various activities 
such as sports, crafts, etcetera. 


The succeeding phases of the study paralleled 
the first in that the revised questionnaire was 
mailed to a new set of “guinea pigs”, their re- 
sponses were analyzed, cross checked with the pre- 
vious groups and the necessary alterations made. 
This resulted in an almost complete reconstruction 
either of the format or the material content of 


*Read at the general session, 35th annual conference, 
American Occupational Therapy Association, Milwaukee, 
Wisconsin, August 12, 1952. 
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parts II and III of the five parts to increase its 
predictive powers. New scoring keys were de- 
veloped for these while the original keys were ade- 
quate for other sections with a few additions to 


cover any revisions. When the material was 
mailed for the last validation run it consisted of 
357 items. 


The criterion rating form was revised to reflect 
the performance of a student rather than the work 
of a therapist. It consists of two parts: a specific 
listing of 74 behavior elements in the first while 
the second contains a general evaluation with re- 
spect to 5 major components of the training phase. 
A correlation run on the two parts produced a 
value of .79 which indicated a rather high reli- 
ability for this type of measure. 


The retention of questions in the completed 
battery will depend upon the correlation of the 
criterion rating with the test scores to determine 
the predictive powers of the items. Although it 
would appear that there has been a great loss of 
items, it has been less than expected. 


The registration examination was administered 
in February and June to 469 examinees as against 
439 of last year. The over-all picture of this phase 
of the educational office will be discussed fully in 
a separate report. 

Computed with the registration examination 
score are the clinical training report ratings with 
the total value of 20% of the final grade. The 
present clinical training report is in its second year 
of use so it was again analyzed to determine its 
contribution. The reports for the February exam- 
inees (963) were studied separately from those of 
the June group (1268). The results showed the 
mean for the June group (75.49) was 1.34 below 
that of February (76.83). The spread over the 
eleven point scale was approximately the same. In 
February 77.5% of the students were in the 7-9 
category, for June there were 74.4%. The great- 
est drop in ratings from the 9 category was made 
in the areas of psychiatry and general medicine 
and surgery. All of this indicates a better under- 
standing and use of the report form but there’s still 
room for improvement. 

Also closely related to the registration examina- 
tion is the drive. This was interrupted in the spring 
but will be resumed the last of August. Those of 
you whose material was delayed at that time will 
shortly receive it. We hope that this reprieve in 
time will mean you have been refreshed by a 
vacation and will be able to produce questions in 
half the usual time. If there are any volunteers 
who wish to participate in item construction, 
please send in your name. We will be most happy 
to have your assistance as it is impossible to have 
too many contributors. 

The committee which is developing forms for 
evaluating occupational therapy departments con- 
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tinues its difficult task. The revision of parts II 
and III B has recently been completed. The de- 
tailed report was presented to the parent commit- 
tee, the sub-committee on clinical training. It is 
anticipated that during the coming year the edu- 
cational office will be able to work more closely 
with this study. 


A list of possible educational services that were 
applicable only to the schools has been submitted 
to the school directors This included also a cost 
estimate for each service. If the schools are in- 
terested in receiving any of this material they 
know the cost in advance as it is estimated on the 
number of students that would be included in the 
study. 

The remaining duties performed were of the 
type that naturally comprise educational activities, 
ie. counseling of students; answering inquiries 
from colleges and universities regarding possible 
courses in occupational therapy; explaining the 
prerequisites for registration; advising in institute 
planning; etc. Though they can be summed up in 
a sentence, they require considerably more time 
for performance. 


To continue growth in a profession, it is neces- 
sary to constantly evaluate the progress that has 
been attained and build accordingly. In our case 
this means appraisal of the present curriculum 
guide and revision as needed; developing a new 
bibliography; compiling information relative to 
graduate degrees earned by our members and on 
that basis being in a position to suggest future 
studies; to name a few. 


I wish to express my sincere appreciation for the 
continued support and interest of the president, 
board of management, executive committee, and 
the executive director; publicly acknowledge the 
valuable contribution Dr. Hyman Brandt has made 
to occupational therapy in the construction of the 
student selection instrument; commend the various 
committees for their untiring efforts and excep- 
tional cooperation; and indicate my deep gratitude 
to you who have completed questionnaires as 
“guinea pigs”, contributed examination items and 
last, but not least, contributed financially to the 
continuance of this division of the national office. 


Respectfully submitted, 
MARTHA E. MATTHEWS, 
Educational Secretary. 
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EDITORIALS 


OUR DUTY A RESPONSIBILITY 


The 1951 Institute on “How to Read, Write 
and Understand Medical Literature” was presented 
in abstract form in the August issue of the Ameri- 
can Journal of Occupational Therapy for value to 
those who were not present and for reference for 
those who were present. 


A survey of a subject as extensive as the 1951 
Instiute cannot be readily absorbed in so short a 
time as two and a half days. Therefore thanks 
should be given to Marion Easton for the tre- 
mendous task of editing the material for publica- 
tion. 


Of particular interest is the article entitled “The 
Twenty-five Books That Our Occupational Ther- 
apy Department Has Found Most Helpful” by 
Robert W. Hyde, M.D. The article should make 
every occupational therapist humble in the realiza- 
tion of the responsibility it is her duty to assume 
in the cultural, social and esthetic pursuits of the 
patients within a hospital. It is not enough to 
know crafts, disease entities and treatment pro- 
cesses. Her responsibility includes projecting the 
patient into a social world so that he can maintain 
his place in society when he recovers. Broad in- 
terests inspired and nurtured in the hospital are 


fundamental contributions to a patient’s well- 
being. 


Only a well-versed, well-read, interested person 
can inspire another to maintain or broaden his 
horizons. Therefore an occupational therapist must 
continually keep his interests varied, must read a 
variety of subjects, be ready to converse on the 
daily news, be able to cultivate an interest in a 
subject by suggestion of other valuable sources of 
information. 


This demands a continuous growth, a vital in- 
terest in life and constant study. All these char- 
acteristics are the responsibility of an occupational 
therapist. The reward, however, is worth the effort, 
as the result is a formula for living, recommended 
by all geriatricians, appreciated by everyone and 
aspired to by all. It is demanded of us, we benefit 
by it. 

Let us be thankful that we are in a profession 
so demanding of every facet of our personality, so 
challenging that we can never relax, so varied 
that Dr. Hyde’s list of books has to cover so many 
phases of living. They are all books everyone 
should read, they are all books everyone wants to 
read, and thank goodness for us, they are all 
books we must read. We are the richer for the 
demands of our profession and our reward is a 
satisfying, rich life that could be well called “The 
Joy of Living.” 
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SPECIALIZATION 


Today in all professions, whether it be law, 
medicine, nursing or engineering, trends are to- 
wards specialization. By choice and ability an 
individual fits himself to become more or less an 
authority on a particular branch of the chosen pro- 
fession. Because he is an authority, he is consulted 
when circumstances arise which make his services 
advisable. If one’s eyesight is impaired a physician 
who has made ocular diseases his special interest 
is the man we see rather than our regular family 
doctor. If we are pinched while robbing a bank 
we call in a lawyer who has been especially suc- 
cessful in defending criminals, and neglect the 
old family standby who draws our wills and deeds. 
If we want a portrait painted we go to an artist 
who has specialized in that form of painting. 


In large mental hospitals where the budget 
permits an adequate staff of occupational therapists 
we find different individuals giving treatments 
with different crafts according to their special 
abilities. Not all of them administer weaving, 
metalwork or woodwork. Individuals may apply 
but one form even though they have had training 
in many and possess the knowledge to apply them. 
Having developed special ability in imparting a 
knowledge of one craft and its curative value they 
are limited by the director to practice in the metal 
shop or wood shop or loom room. because they 
are specialists in that craft. 


There are progressive steps in educational train- 
ing. We graduate from high school and receive 
a certificate. Then from college and receive a 
Bachelor’s degree. The more ambitious pursue 
further study and receive a Master’s degree. Others, 
still more ambitious, proceed to gain a Ph.D. de- 
gree. Probably many others would like to achieve 
these higher degrees but for economic reasons can- 
not afford the time nor the expense of doing so. 


The writer has been of the opinion for a long 
time that training of occupational therapists should 
permit shorter courses of training with more 
emphasis on specialties for which pupils seem 
best adapted. This would make available a greater 
number of therapists of whom there is need at 
present, especially in mental hospitals. In the past 
it has been proved that specialists in various crafts 
with but slight training in the principles of occu- 
pational therapy have proved their value. Some 
have even become directors of departments. It is 
believed that a shorter training course would 
appeal to a larger number of young men and 
women to be available for active work in hospitals. 

It would seem possible to arrange training in 
occupational therapy which might in a way paral- 
lel degrees in general education. That ten or 
twelve months in school with four or six months of 
practice training might result in a certificate with 
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other degrees following further periods of train- 
ing. That certain subjects might be omitted, with 
special emphasis on a craft for which the student 
seemed best adapted, and for work with patients 
of certain types, such as, mental, medical, surgical, 
etcetera. 

The present courses of training approved by 
the A.M.A. and by the A.O.T.A. for approved 
schools require about three years of study and 
about fifteen hundred dollars, more or less, ex- 
pense for this period. It seems probable that con- 
siderable excellent material is lost to the field of 
occupational therapy by reason of these require- 
ments and that better trained personnel might be 
available for hospital positions which, due to the 
shortage of registered occupational therapists are 
now filled by persons with some skill in crafts 
and by volunteer workers whose tenure of service 
is often irregular. 


A similar situation is found in the nursing 
world where there is a shortage of registrants and 
services must be supplemented by practical nurses 
and volunteers. Yet many nurses specialize in 
obstetrics, surgery, pediatrics or other medical and 
make no use of training in other subjects. 

It must be remembered that the average pro- 
fessional life of both nurses and occupational 
therapists is comparatively short. A number of 
years ago the average professional life of trained 
nurses was but seven years. While apparently 
no such thorough study of this subject has been 
made of occupational therapists, it is known that 
matrimony and motherhood are strong factors in 
reducing the length of professional service of both 
groups. Many nurses become receptionists or social 
workers with but slight nursing duties, if any, and 
so withdraw from the profession which they were 
trained to practice. 


At one well conducted school of occupational 
therapy in the fall of 1951 there were five brides 
in a class of seventeen members and “two or three 
diamond rings have appeared recently.” At another 
school “a rather rapid survey” showed approxi- 
mately that 5 percent of its graduates were married 
five years after graduation. 

It would seem that greater good for a greater 
number might result if standards were not quite 
so high and less cramming were attempted. 

W.R. DUNTON, JR., M_D. 


Play Therapy 
(Continued from page 196) 


Tom Tom, Pony Train, Baby’s First Doll, Color Tree, 
Rain, Toddler’s Cart, Cradle Gym, Bounce, Spin— 
Childhood Interests. 

Cradle Gym, Bounce, Spin. 

Ro-to-tops—Conestoga Co. 

Baby Bunting—Eastern Rubber. 

Dy-Dee Baby Playmate—Effanbee Doll. 
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Sonnyville Farm, Johnnyville Building Block, Circus 
Parade Blocks—The Ebbossing Co. 

Puzzles, card games, checkers—E. E. Fairchild Corp. 

Sniffer, Choo Choo, Looky Cling Cling, Teddy Trucker, 
Pal Pluto, Jumbo Rolo, Buzzy Bee, Educational Blocks 
No. 1, No. 2, No. 3—Fisher-Price Toys. 

Woody Woodpecker, Bobo, Changeable Charlie—Gaston 
Mfg. Co. 

Weaving Loom, fitted Mother Goose Blocks—S. Gabriel 
Sons & Co, 

Twin Eegee Dolls—Goldbarger Doll Mfg. 

American Logs, Bricks, Pylon Blocks—Halsam Products. 

Topsy, Sambo, Teto, Cinderella, Jack and stage—Hazelle’s 
Marionettes. 

Counting frame, Peg Car, kgtn. beads, Color Cone Tree, 
Lawn mower, Bingo Bed, Activity Train, Puzzles, 
Donut, Dumbel Rattle—Holgate Bros, 

Shellcraft sets, fish, turtles—Hollywood Shell Toy Co. 

Hubley Transport, Fire Apparatus—Hubley Mfg. Co. 

Circus—Humpty-Dumpty Toys. 

Plastic Doll Furniture, Betsy Wetsy Dolls and Clothes— 
Ideal Toy Corp. 

Slinky—James Industries. 

Puzzle Inlays, Judy Clock—The Judy Co. 

Donkey, Hit and Miss, dog, press action toys—Kohner Bros, 

Hurdy Gurdy, Music Box, Farmer in the Dell—Mattel 
Creations. 

Horn Harmonica—Magnus Harmonica Corp, 

Tillicum Boats—Milton Bradley. 

Kala Board—Mystic Game Co. 

Piggie, Duckie, Poochie, Kittie—National Play Things. 

Magic Dolls, Mosaic Beads, Tit-tat-toe, Skatterbug, Chain 
Dolls, puzzles—Parker Bros, 

Exerciser, Roll Down—Plakie Toys. 

Puzzles, Jr. Floor train, Parquetry blocks, Work, Nok- 
out-benches—Playskool Mfg. Co. 

Crayon magic, paper dolls with hair—Platt & Munk Co. 

Small Fry Marionette, hand puppet—Peter Puppet Play- 
things. 

Revell Circus, Buckaroo Bill, Champ—Precision Specialties. 

Alice-in-Wonderland, tea time dishes—Plastic Art-Toy 
Corp. 

Plastic model truck, tractor and trailer, Steero Car— 
Products Miniature Co, 

Planes, tanks, soldiers, ferry boat, Noah’s Ark, truck and 
animals—Pro Plastic Corp. 

Jolly Tavern doll furniture, family, plastic fire engine— 
Renwal Mfg. Co. 

Doll’s accessory and vanity sets—Richards Co. 

Western Union radio telegraph set-—S. B. Mfg. Co. 

Kinder City, Secret Treasure chest, barn, Terry Telephone, 
15 puzzles—Sifo Co. 

Train, track, block set, switches, ramps, baby rattle— 
Skaneateles Handicrafters. 

Small trucks, autos—Smith-Miller, Inc. 

De Luxe crayon set, Finger painting—Standard Toy Kraft. 

Freight train set, Bill Ding, Train Apart, De Luxe doll’s 
furnture—Strombeck-Becker Mfg. 

“Amosandra,” A.B.C, blocks—Sun Rubber Co. 

Magnetic Touch-it-Train—Toycraft Corp. 

Doctor, nurses kit, U. S. map puzzle—Transogram Corp. 

Large, small foam rubber Baa Baa—Vogue Dolls, Inc. 

Bead garden, Pompom, Snowcraft jewelry, Bead jewelry 
and marionettes, wood bean Craft-Jigger Beads—Walco 
Bead Co. 

Nibble the Pup, Magnetic Rabbit—Winchester Toy Co. 

Sunny Suzy laundry set, cupboard set, Modern play stove— 
Wolverine Supply & Mfg. Co. 

Metal tapping, embossing, whittling sets—X-acto Crescent 
Products. 
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PEOPLE YOU SHOULD KNOW 


MARTHA ELIZABETH MATTHEWS, O.T.R. 
A Biographical Sketch 
by 
SUE HURT GIBBS, O.T.R. 
She comes from Denmark. Look at her tall, 
fresh fairness and it might be Denmark across the 


sea. But listen to her, and it can be no other than 
Denmark, South Carolina. 


Martha Elizabeth Matthews, our Educational 
Secretary, was born into the medical profession, 
being the youngest of the four children of Dr. 
J. S. Matthews, a practicing physician of Denmark. 
However, she did not arrive in the field of medi- 
cine in her own right without a fairly lengthy de- 
tour which we of the A.O.T.A. might think of as 
providentially directed for the grooming of an 
educational secretary. Martha took all of her ele- 
mentary schooling in Denmark and her college 
work and teachers training at Winthrop College, 
Rock Hill, South Carolina, where she was granted 
an A.B. degree in '33. Then followed thirteen 


years of teaching in the South Carolina public 
school system. 


It took a brother, at home on leave from the 
Army, to tell her about occupational therapy. He 
knew Martha’s interest in medicine, and he knew 
her creative approach to life; and so he told her 
all that he had found about this field of medicine 
which seemed to him so essentially creative. 
Martha followed this up on her own and Septem- 
ber, 1945, found her enrolled in the advanced 
standing course at Richmond Professional Institute. 


She will be remembered there for her calm and 
easy friendliness, for her quiet sense of humor, and 
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for the seeming ease with which she dropped her 
teacher's status for that of pupil once more and 
became one of the group, many of whom were 
youngsters. She was accepted and well liked by 
all. We remember her unobtrusive helpfulness and 
her interest in other people; but we seem to re- 
member little liking for talk about self; a char- 
acter trait admirable and pleasant to live with but 
which does not help the would-be biographical 
sketcher. Martha stood the rigors of clinical train- 
ing as calmly and as well as she had those of school 
and, when she was through, undertook a job which 
might have given many an experienced occupa- 
tional therapist pause for thought—that of intro- 
ducing and developing occupational therapy at 
Duke Hospital and Medical Center, Durham, 
North Carolina. (Except for a three month period 
some four years previously, Duke had had no oc- 
cupational therapy.) Here, in this seven hundred 
bed hospital in an important teaching center, she 
worked alone on all services. One of her co- 
workers says of her, “She did a splendid job pro- 
fessionally, making friends for the department and 
building up the patient load so that very soon we 
needed another worker. Her interpersonal rela- 
tionships were of the finest. She quickly won the 
respect and regard of all with whom she came in 
contact. Her friends among the staff and in the 
community were many. She was elected a mem- 
ber of Altrusa and was secretary of the local chap- 
ter when she left. She also was a member of the 
Business and Professional Women’s Club of which 
she was parliamentarian. Everywhere she went she 
made friends not only for herself but for her pro- 
fession. “Her honesty, integrity, intelligence and 
friendly interest in people make her a splendid co- 
worker and make those of us feel fortunate who 
call her friend.” 


It was at Duke that the A.O.T.A. found her in 
the spring of 1951 when it was in desperate need 
of an Educational Secretary, and persuaded her to 
shoulder this far reaching responsibility. Now, 
after her first year, with characteristic approach, 
she says she is getting a wonderful education. Those 
of us who are following her reports to the member- 
ship in A.J.O.T., as well as those who are working 
closely with her, know that she is not only getting 
but giving wholeheartedly. She is using all of her 
interests, training and experience as she works 
with Dr. Brandt, the education committees, the 
schools and the clinical training centers in develop- 
ing a sounder approach to student selection, train- 
ing and evaluation. We hope she will go on 
“getting educated” and liking it, while she con- 
tinues her vital contribution to occupational 
therapy. 
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A Biographical Sketch 
by 
Ada-Marie Bowers, O.T.R. 


Lt. Colonel Sheehan is someone you should 
know because she will make the world a happier 
place for you. She combines a deep sensitive 
sincerity with the best of Irish wit. So, when 
you do know her, you have a warm understanding 
friend—and one who can make you laugh. 

Lt. Colonel, Chief, Women’s Medical Special- 
ist Corps, is a recent title and position. It will 
make no difference to her personality, and the 
job will be carried on with the utmost integrity 
and justice on her part. The ladder she climbed 
to this position included a B.A. from Pomona 
College; Secondary Teaching Credential at the 
University of California; Administrative Creden- 
tial, University of Southern California; and 
Occupational Therapy Certificate, University of 
Southern California in 1945. 

Miss Sheehan, the school marm, taught in 
Hermosa Beach, and later became principal of 
the school. The war changed her career, and 
she has been on the pay roll of the army since 
1943 when for two years she worked for Special 
Services at Camp Cooke, California. From this 
position as Army Hostess, she went into occu- 
pational therapy and as a civilian occupational 
therapist was employed at Hammond, Walter 
Reed, Belvoir Reginal and McCornack hospitals. 
At the latter, she became chief occupational 
therapist and on May 11, 1948, was sworn into 
the Regular Army. Since 1948 to the present 
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time, Co]. Sheehan has been directing the occu- 
pational therapy department at Brooke Army 
Hospital, and according to the staff there, doing 
a great deal of “character building” among them. 

The rumor has spread that she stayed in Texas 
so long that she developed a great admiration 
for hillbilly music. I am sure she would never 
admit it, maybe because she was born a New 
Englander—New Britain, Conn. However, most 
of her life she has lived in Hermosa Beach, 
California where at the present time her father, 
Thomas Sheehan, is the mayor. 


Helen is a very good sport about outdoor 
activities but it would be an exaggeration to say 
she was the athletic type. Her hobbies run to 
activities like handsome hooked rugs and beautiful 
knit dresses. Her wishful thinking includes time 
to weave her own draperies. 


She likes the challenge, and no doubt the 
satisfaction of accomplishment, that comes from 
working with patients, particularly the ones who 
feel inadequate. This role will have to be dis- 
carded for awhile. 

Those of you who know her, I am sure, feel 
that the W.M.S.C. is fortunate in having a chief 
who is so capable, so generous of herself and so 
eager to do a good job. 

She has a “twint” which words cannot describe, 
definitely a person you should know. 


The American Geriatrics Society announces 
that effective with January, 1953, they will pub- 
lish their own official periodical to be called The 
Journal of the American Geriatrics Society. Dr. 
Willard Thompson, Chicago, is president of the 
society and will edit the journal. The new journal 
will be published for the society by The Williams 
& Wilkins Company, Baltimore, Maryland. 


REPRINTS 


Would you like a few copies of reprints 
but hesitate to send in your order because it 
is not large enough for a minimum order? 
If you would like a few copies, your order 
will be honored if enough orders are received 
to total the minimum order of 50 for an 
article. Orders must be placed before the 
25th of the month of publication. 


Number Name of Article 
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FEATURED O.T. 


OCCUPATIONAL THERAPY DEPARTMENT 
THE CHILDREN’S REHABILITATION 
INSTITUTE 


Cockeysville, Maryland 


Medical Director: Winthrop M. Phelps, M.D. 
Director, Occupational Therapy: Ruth W. Brun- 
yate, O.T.R. 

Assistant Director, Occupational Therapy: Ruth 
Hadra, O.T.R. 


Staff Occupational Therapist: Harriet Sheets, 
O.T.R. 


The Children’s Rehabilitation Institute is a 
voluntary nonprofit boarding school dedicated to 
the treatment of the cerebral palsied child and 
the training of doctors, physical therapists, and 
occupational therapists in the techniques of treat- 
ment of the cerebral palsied. It is independent 
of all public associations functioning on a nation- 
wide basis for the care of the cerebral palsied, yet 
has long been a leader in urging cooperation with 
and among such organizations. It is a corporation 
free of endowment and is not affiliated with a 
local welfare unit or the community chest fund. 
Tuition paid by the students (patients) and the 
nominal fee paid by graduate trainees are its only 
sources of income. 


The occupational therapy, physical therapy, 
speech therapy, education, and nursing departments 
are organized on an equal basis and each shares 
the mutual respect, responsibility and importance 
in the total functioning of the Institute. Collec- 
tively the departments have developed an inten- 
sive program of treatment and training in the 
face of great limitations of space and budget. The 
five departments are so carefully integrated that it 
is difficult to describe any one unit without reflect- 
ing the functions and values of the other four. 

The occupational therapy department was estab- 
lished in 1938. At that time there were no 
similar departments from which to pattern its or- 
ganization and administration and so it grew by 
trial and error under the direction of Mrs. Eliza- 
beth Martin Wagner and the constant support 
and guidance of Dr. Phelps. Unlike most of the 
older occupational therapy departments it has 
never had to concentrate its efforts on selling the 
value of occupational therapy to the board, the 
superintendent or the medical staff. It has always 
received the full cooperation and respect of the ad- 
ministrative staff and has therefore been able to 
devote its full energies to the development of 
treatment techniques and training programs. 


The Children’s Rehabilitation Institute has a 
constant enrollment of 65-70 patients. Each child 
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is referred by a doctor and screened by the medi- 
cal director who will deny admission only to a 
child who has a progressive disease, or seizures 
that have not been effectively controlled by drugs, 
or to the older child who has completed his high 
school education. Every patient who is admitted is 
automatically placed on occupational therapy. The 
full history on the patient is sent to the department. 
It is reviewed and the patient seen several times 
prior to the first clinic held by the medical direc- 
tor. This enables the department to assist the 
child in his adjustment to the Institute by putting 
him on a program without delay in waiting for 
formal clinic, and to evaluate the child’s status 
prior to detailed discussion of treatment orders. A 
gross outline of treatment is received in the full 
history, detailed orders are then given by the 
medical director at clinic usually three days after 
the child has been admitted to the department. 


The patients are representative of many states 
and nationalities and a wide variety of social and 
economic backgrounds. Few of the children are 
local, most come from distant parts of this country 
and a number are foreign born. The later group 
rarely speak or comprehend English, yet this is 
not a deterrent to treatment since the staff is ac- 
customed to working with the non-speaking or 
hard of hearing child and most children learn 
English quickly. 

It is always expensive to support a child in a 
private institution giving such intensive treatment 
and total care. The erroneous assumption is that 
all such patients are wealthy. Many, however, have 
been supported by state funds or are sponsored by 
a philanthropic group. Diverse backgrounds must 
be considered in planning treatment programs. 

The single common denominator of patient 
census is the diagnosis of cerebral palsy and the 
severity of the degree of handicap. A recent survey 
shows that 66% of the children do not walk, 
56% do not feed themselves, 77% are unable to 
dress themselves, and 52% do not talk. The de- 
partment is therefore concerned with treating 
severely handicapped children whose ages range 
from two and a half to about twenty five years. 

Since the Institute is dedicated to the treatment 
and education of the cerebral palsied, each child 
spends one half day in school and the other half 
in the therapy departments. All treatments 
are individual and each child is seen daily for one 
half hour in occupational therapy. The combined 
treatments of all departments usually total three 
hours daily treatment per child. 


The physical therapy and occupational therapy 
departments are individual units yet there is no 
sharp delineation of responsibilities. Essentially 
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Overhead suspension to support an electromatic typewriter 


occupational therapy is concerned with treatment 
of the arms and physical therapy with the treat- 
ment of legs. Each complements the other so that 
physical therapy often does fundamental arm exer- 
cises while occupational therapy may work for 
basic arm skill in holding parallel bars, crutches 
and skiis or the control of leg overflow. Physical 
therapy may in turn work for shoulder relaxation 
to coordinate with a feeding skill. Similarly, the 
functions of the speech and education departments 
often overlap as well as interlock with the occu- 
pational therapy program. 


The routine responsibilities of the occupational 
therapy department are: the determination and 
setting of hand dominance; the making of hand 
splints; the establishment of basic arm functions 
of reach, grasp, release, opposition, etcetera; the 
development of skill in dressing, feeding, straw 
drinking and typing. In cooperation with other 
departments it is responsible for: the correction 
of the tonic neck reflex; the correction of opistho- 
tonus; the development of head balance; the con- 
struction of individual chairs for each patient; 
and the organization of activities for the usual 
children’s parties. Since most of the patients are 
severely involved there is no planned therapeutic 
diversional occupational therapy. 


To carry this intensive treatment program the 
department has evolved many treatment techni- 
ques and developed many pieces of equipment. 
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Much of the adapted equipment now used uni- 
versally in the treatment of cerebral palsy had its 
origin in the ingenuity of the staff. A particular 
piece of apparatus can seldom be attributed to an 
individual staff member but usally grows out of 
the recognition of a common problem and the 
joint efforts of all members to solve that problem. 
The most recent treatment aid is an overhead sus- 
pension to support two electromatic typewriters. 
Faced with the problem of lifting a heavy type- 
writer twice every half hour in order to adjust 
the table height to the individual patient, the thera- 
pists were prompted by a desire to save their own 
strength and eliminate wasted time that might 
otherwise be used in treatment. A large beam has 


Overheard suspended typewriter lowered to table. 


now been mounted across the department and 
from it hang two trays each with a typewriter 
screwed securely. Each tray is supported by a 
rope which runs up through a pulley, along the 
beam to another pulley at the wall, and down to a 
sandbag which carries enough sand to approxi- 
mate the weight of the typewriter and tray. This 
support makes it possible to suspend a typewriter 
in mid air while adjusting the table height. It also 
makes it impossible for a child to knock the type- 
writer over, thus eliminating the breakage hazard. 
The typewriter can now (since it has no weight) 
be suspended over a wheelchair, or a not too 
strong table. This has resulted in a saving of about 
twelve minutes per treatment period and a great 
amount of therapist energy. 


Another new treatment technique is being ex- 
plored and, while its findings are not yet complete, 
its value is already assured. The staff has been ex- 
perimenting with the use of magnets as an aid to 
arm control and an answer to the problem of meet- 
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Typewriter suspended in air so table height can be adjusted 


ing the visual limitations of those patients who 
lack upward eye-motions. Magnetized blocks are 
being used on a metal covered table set at an acute 
angle. The magnets cause the blocks to adhere 
to each other thus facilitating the teaching of 
voluntary release. Further work is being done to 
determine the value of magnetizing splints (to 
adhere to a typewriter shield) and educational 
equipment for use in the school room. 


Record writing has always been a problem in 
the long term treatment of the cerebral palsied. 
The department is constantly investigating possi- 
bilities for more accurate report forms and more 
simplified written records. The graph system has 
proven invaluable. It has been used for years and 
effectively eliminates much of the intangible and 
personal element that so commonly distorts re- 
ports on slow progress treatment programs. The 
staff is now studying the possibility of relating the 
time spent in occupational therapy on a given skill 
to the improvement or lack of improvement re- 
flected in the graph. It is hoped that the study will 
be a guide toward future planning or treatment 
programs, i.e. should the child be put on a feeding 
program exclusively for a period of weeks or 
months, and then on typing, or should the time 
be broken between the two skills for the entire 
period? 


Student training is another aspect of the de- 
partment’s two-fold program. Undergraduate 
students from a number of schools have affiliated 
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for eleven week periods since July of 1939. Regis- 
tered graduate therapists from this and foreign 
countries have been accepted since October, 1941. 
To date 123 undergraduates and 73 graduate stu- 
dents have studied in the department. The pro- 
gram is now set-up to accommodate six students 
in each eleven week period. Usually each quarter 
brings two undergraduates and four graduates, 
though the distribution is not fixed. It is the 
policy of the department to accept undergraduates 
from any recognized accredited school of occupa- 
tional therapy. Most of the undergraduate stu- 
dents who train at the Institute find that they 
must take additional training since specialized 
work in cerebral palsy is not, and should not be, 
accepted as fulfillment of the A.M.A. minimum re- 
quirement for either orthopedic or pediatric train- 
ing. A student must, however, use her affiliation 
at the Institute as part of her total clinical training 
credit or she is not eligible as an undergraduate 
student. Contrary to popular notion, an under- 
graduate student does not have to state that cere- 
bral palsy is her chosen field in order to train 
at the Institute. It is felt that the general pediatric 
practices and kinesiology study benefit a student 
who plans to enter the general orthopedic field. 
However, the small number of students who can 
be accommodated, indicates the desirability of 
training those students who do have a special in- 
terest in the field. 


A review of graduate students draws attention 
to a changing attitude on the part of superin- 
tendents and doctors. Originally each graduate 
student paid her own tuition, and indeed often 
had difficulty in getting a leave of absence for 
specal study. Originally too, most graduate stu- 
dents worked a long while in a given unit before 
receiving such a leave. In recent years every 
student has received a scholarship either from her 
own clinic or from a national foundation, and 
there is a growing tendency for superintendents 
and medical directors to send a newly employed 
therapist for her training before she starts treat- 
ment in her own clinic. 


The training course consists of a series of daily 
lectures and practical demonstrations, and super- 
vised clinical practice. All phases except clinical 
practice are given jointly to students from all 
departments. This is done to encourage mutual 
understanding of departmental techniques and 
problems. 


Training of medical men has been a new ex- 
perience in occupational therapy, and has proven 
to be equally useful to the men and the depart- 
ment. The student doctors are all qualified pedia- 
tricians, orthopedists or physical medicine special- 
ists. They spend six weeks at the Institute and 
seven in the office of the medical director. When 
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at the Institute the doctors spend half of each 
day in the therapy departments receiving super- 
vision in individual therapies. Few occupational 
therapy departments have had the opportunity to 
demonstrate their problems and techniques so 
effectively. Once a man has actually given occu- 
pational therapy to several patients for six weeks 
he is well acquainted with the techniques and thus 
better qualified to direct his own therapists and to 
judge the calibre of the work being done by them. 
The department has greatly benefited by this 
unusual training program. The presence of an 
experienced doctor in the department has been a 
valuable and constant source of staff education. 

The two-fold program of training and treat- 
ment continues to function in spite of tremendous 
limitations of space and budget. Routinely seven 
children and their therapists work together each 
half hour in a room 1214 feet by 32 feet. Simul- 
taneously three other therapists are using the same 
work space for record writing, conferences, splint 
construction and the like. The department is 
further handicapped by lack of a sink and inade- 
quate storage facilities. This, plus a budget of ten 
dollars monthly for all supplies should result in 
utter confusion. However, careful planning, staff 
insight and an ever present enthusiasm and co- 
operation have enabled reasonable order to reign. 
The department is a cardinal’ example of the 
nationwide effort of therapists to give good 
therapy in spite of physical and financial limita- 
tions. 

The normal staff compliment for the depart- 
ment is four therapists; the director, assistant 
director, and two staff therapists. The director is 
responsible for all treatment routines, the training 
program, and general administration. The as- 
sistant, of course, assumes these responsibilities in 
her absence, and carries a share of the lecture 
course. All therapists other than the director, 
carry a treatment schedule and supervise two stu- 
dents. All newly admitted patients are treated by 
staff therapists for at least one three month period. 
The staff therapist evaluates the child’s skill level, 
degree of handicap and total treatment problem. 
She then, on the basis of the doctor’s order, sets 
up treatment routines and evaluates progress at 
the end of the three month period. When the 
adjustment is satisfactory and the treatment routine 
running smoothly she turns her patient over to a 
student under her supervision. This practice gives 
the necessary continuity of treatment to a patient 
who would otherwise have a new therapist (stu- 
dent) every three months. The staff therapist 
continues to be alert to the treatment needs of 
each patient treated by the students she supervises. 

The Institute is a boarding school and operates 
on a year round basis. All professional staff and 
most of the children have a two week vacation 
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every eleven weeks. This plan has been carefully 
evolved to avoid patient staleness and to eliminate 
the treatment time lost through readjustment neces- 
sary to overcome homesickness after prolonged 
vacations. It has been of value to the staff too 
for a vacation breaks the possible tedium of long 
term treatment of the severely handicapped and 
avoids fatigue from the pressure of the training 
program. Time loss through staff illness has been 
minimal since the program was inaugurated. 

The routine phases of the department need not 
be mentioned here. Equipment, supplies, and 
treatment techniques are familiar to those who 
treat the cerebral palsied and to those who follow 
the work of Dr. Phelps. The department is open 
to visitors at all times and the staff is happy to 
exchange ideas and discuss mutual problems with 
other therapists. Any department is more vital 
in operation than such a written presentation can 
possibly indicate, we therefore hope that those who 
are interested will find their way to Cockeysville 
to see us in action. 


KENNEDY HOSPITAL* 


Veterans Administration 
Memphis, Tennessee 


Ruth M. Zieke, O.T.R. 


Physical Medicine Rehabilitation Service 

The occupational therapy department is one of 
five sections of the physical medicine rehabilitation 
service of the medical teaching group, Kennedy 
V.A. Hospital, Memphis, Tennessee. The five sec- 
tions: physical therapy, occupational therapy, edu- 
cational therapy, corrective therapy, and manual 
arts therapy are under the direction of the chief 
of physical medicine, who is board certified, and 
an assistant chief, who is preparing for the physi- 
cal medicine rehabilitation boards. 

Patients are referred for treament in occupa- 
tional therapy by their ward physician. Before 
treatment is begun, these patients are seen in a 
daily clinic where treatment is prescribed for all 
patients sent to the physical medicine rehabilita- 
tion service after a history, and review of physical 
and X-ray findings is made by the physiatrist. 

The chief, or assistant chief, of occupational 
therapy is present at this clinic in order to have a 
better understanding of the patient’s prescribed 
treatment program and orient the patient to the 
O.T. clinic. Since there are five sections in physi- 
cal medicine rehabilitation the patient must often 
be scheduled to fit in with treatment in other 
P.M.R. sections. This also entails fitting his 
schedule into the medical treatment on the ward 
and scheduling him with the runner service if he 
is a wheelchair patient. 


*From the V.A.M.T.G., Kennedy Hospital, Memphis, 
Tenn. 
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Regular reviews of the patients’ progress are 
scheduled for patients with hemiplegia, paraplegia, 
and pulmonary disease. All other patients are 
reviewed when their progress indicates or there 
is a change of status. This may be done in the oc- 
cupational therapy clinic or he may be brought 
to the P.MLR. clinic. 

The occupational therapy department has three 
clinics (1) physical disabilities and general 
medical and surgical (2) neuropsychiatric and 
(3) pulmonary disease, with ward programs in 
each of these three divisions. 


Physical Disabilities and G.M.&S. Program 


The physical disabilities and general medical 
and surgical clinic, (which includes neurology) is 
in the charge of the assistant chief of occupational 
therapy with two therapists to assist. Patients are 
usually scheduled for half hour treatments, a few 
for an hour when prescribed by the physiatrist. 

The physical setup of the clinic is exceptional in 
amount of space, lighting and equipment. There 
are six long tables high enough for wheel chair 
patients to work on both sides of them, special 
sections for woodworking, stenciling, art, ceramics 
and weaving. The weaving section has fourteen 
floor looms, three large Structo table looms (with 
adaptations for upper extremity disabilities), 
twenty Peacock looms and four large braid weave 
floor looms. 

Kennedy V.A. Hospital has a 250 bed spinal 
cord injury section, increased by casualties from 
the Korean war, with 50 to 60 of these quadri- 
plegic. Such severely handicapped patients have 
challenged us to develop a special program for 
quadriplegics. 

At first, the quadriplegic patient is treated by 
the physical therapist on the ward, where he is 
given a muscle re-education and passive exercise. 
He learns sitting balance and how to feed himself 
from either the physical therapist or corrective 
therapist. If he has a functional wrist extensor, 
the patient will use a simple loop type device on 
a fork or spoon for eating. The physiatrist re- 
quests the occupational therapist to design a hand 
appliance for writing and occupational therapy 
activities. This can also be used for feeding if there 
are no wrist extensors. 


By using the muscle evaluation, previously done 
in physical therapy, and a functional test by occu- 
pational therapy, a practical pattern can be made 
for the brace shop to follow. 

When the patient has his brace fitted and ap- 
proved by the physiatrist, and can sit up in a 
wheelchair an hour or longer, he is transferred to 
the clinic programs in physical therapy, educa- 
tional therapy and occupational therapy. 

In physical therapy the patient continues muscle 
re-education and strengthening exercises. 
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In educational therapy the patients are started 
in typing and writing. They are started on the 
electric typewriter progressing to the standard 
machine, if strength permits. The device most fre- 
quently used for typing is a dowel, wedged into a 
rectangular piece of wood, with leather straps 
around the hand to hold it in place. More severely 
disabled patients use their specially designed hand 
braces for typing and all use them for writing. 

In occupational therapy, activities are planned 
to help the patient increase in strength and in all 
possible independence of the upper extremities. 
He is started on one color stenciling since it re- 
quires the least strength and control. The second 
activity is fringing the edges of the material, after 
it has been thumb tacked to a board. A dental 
pick is used to pull the threads. This requires 
greater coordination because of the relatively small 
size of the threads and the patient's limited range 
of motion. 

Gradation is in: (1) material (2) increase in 
number of colors used and (3) placing the stencils. 
The progression in material is from loosely woven 
to fine, (osnaberg, then indian head, and finally 
muslin). Increase in number of colors used is pos- 
sible by securing two or more colors to a modeling 
wheel. This can be rotated by the patient to reach 
the desired color. Moving the stencil, after com- 
pleting one part of it, is possible by the use of 
small weighted bags to hold it in place. Inserting 
his thumb in the loop he moves it on or off the 
stencil (Fig. 1). The patient in the picture had a 
fracture of the C-5, 6, and 7th vertebrae with 
transverse, complete C-6, myelopathy. 

Metal tooling is used because: (1) it increases 
strength due to the reistance of the foil, which is 
first copper and then brass, (2) it can be progres- 
sively graded in difficulty through size and com- 


_ plexity of the design, and (3) all of the processes 


can be accomplished by the patient except turning 
the copper and fastening it to the wooden back- 
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Figure 2 


ground. These processes and methods of accom- 
plishment are: 


(1) design traced on paper—pencil in brace. 
(2) design traced on foil—pointed wooden dowel in 


brace. 

(3) design embossed—rounded dowel or eraser of a 
pencil. 

(4) embossed areas packed—cone made of copper foil 
fixed to a wood-burning tool, pieces of paraffin 
put in the cone, and as they melt he moves it to 
area to be reinforced. 

(5) oxidation—bru.h used to apply liver or sulphur. 

(6) removing oxidation for highlights—pad of steel- 
wool fastened to a dowel. 

(7) lacquering—small brush in brace—(Fig. 2). 

(8) sanding wooden background—sand block strapped 


to hand. 

staining and waxing (liquid)—brush in_ brace. 
Usually the background is stippled, because it gives 
added exercise and develops control of the tool 
through practice in hitting a designated area. 

Weaving on a Peacock loom is another activity 
used for patients, who have some wrist extension. 
Extra long shuttles are held with the hand in sup- 
ination. They are balanced on the palm, pushed 
through the shed, falling on the table if the patient 
is unable to grasp them. The thread is caught 
between the thumb and palm (hand still supin- 
ated) to pull it taut. The hand, in pronation, 
rests on top of the beater to pull it back and push 
it forward. The shed is changed by pushing or 
pulling the dowel for that purpose (padded to 
enlarge it if necessary) or by an adaptation as 
shown in figure 3. When necessary overhead slings 
are used to support the patient’s arms. 

Sanding with a bilateral sandblock, to which 
both hands are strapped, is used to increase 
strength and range of motion of elbow extensors 
and shoulder flexors (Fig. 4). 


Quadriplegics who have motor power above 
functional level in all extremities, use the floor 


loom. Two pedals are nailed together with a wide, 


board covering them to provide adequate space to 
place the foot. 
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Some quadriplegics have carved leather (the 
stamping tool strapped to the palm and the mallet 
to the other hand (Fig. 5). A few patients learn 
to lace (with project clamped down), using pliers 
to pull the lacing needle through the leather. 
Later, they can hold the project on the table with 
one hand and lace with the other. 

Because of the psychological trauma of severe 
paralysis, motivation is an impertant factor in the 
treatment program. A _ psychological evaluation 
by the clinical psychologists aids in finding a start- 
ing point. Helping the patient to accept necessary 
physical aid, striving to enlarge his field of activity, 
increasing his independence, and emphasizing the 
development of his mental resources are the re- 
habilitation aims of the quadriplegic program at 
Kennedy. With the help of all P.M.R. sections, 
nursing service, and ward doctors, many are re- 


Figure 3 


habilitated to return to their homes and maintain 
the level of achievement they have reached, a few 
to raise that level. 

General Medicine and Surgery Ward Program 


Patients, who are long term bed patients need- 
ing tonic occupational therapy are referred by their 
ward physician to the P.M.R. service. These pa- 
tients are screened by the physiatrist to be sure 
they need treatment and are to be hospitalized 
long enough to accomplish the treatment objec- 
tive. 

Bed patients are seen twice a week, once by the 
occupational therapist and once by the A.R.C. 
volunteers, who have been trained by the occupa- 
tional therapy department. About one third of 
the patients treated in this program are on ortho- 
pedic wards, one third on paraplegic and one 
third on G.M.&S. wards which include the neuro- 
logical patients. 


Neuropsychiatric Occupational Therapy Program 


Our neuropsychiatric program consists of (1) a 
ward program for patients on intensive treatment 
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and (2) a clinic program for open and semi-open 
ward patients. 


The ward patients are treated in the dayroom or 
on the patio. Although limited because of neces- 
Sary precautions, a variety of activities are avail- 
able: graphic arts, stenciling, weaving, copper 
tooling, leather and minor crafts. One afternoon 
every two weeks is given over to socialization with 
refreshments and conversation. In this the Ameri- 
can Red Cross volunteers help by furnishing the 
refreshments and talking with the patients. 


The clinic program utilizes a larger variety of 
crafts for treatment. As patients improve they are 
encouraged to learn basic techniques of one craft 
in order that they may continue it as a hobby after 
discharge. 

Doors are never locked in the clinic and an 
atmosphere of friendly cooperation exists. Sociali- 
zation is stressed through encouraging patients to 
assist each other, sharing of tools, supplies, and 
through waiting their turn for assistance from the 
therapists. An electric corn popper is kept in the 
clinic, and several patients will pop the corn and 
serve it to the others. Evidence of the success in 
developing a healthy interpersonal relationship is 
seen in patient’s delight in bringing their visitors 
to see the clinic, and meet the therapists. Former 
patients visit and write letters expressing their ap- 


Figure 4 


preciation for the help they received in occupa- 
tional therapy. 

The occupational therapist in charge attends 
the psychiatric staff meetings to contribute and re- 
ceive information on patients and administrative 
changes, then relays information to occupational 
therapy personnel. A close working relationship 
with the psychiatrists, psychologists and nursing 
service makes occupational therapy an integrated 
part of that service, as well as part of the total 
push program in which the P.M.R. service cooper- 
ates with the psychiatrists and psychologists. 
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Pulmonary Disease Program 

The pulmonary disease program includes occu- 
pational therapy and educational therapy on the 
wards for groups 1, 2, 3, and 4; and in the clinic, 
educational therapy, manual arts therapy and oc- 
cupational therapy for groups 4, 5, 6, and 7. 

Occupational therapy is given at a regularly 
scheduled time for each ward each day. Group 1 
and 2 for twenty minutes, group 3 and 4 for thirty 
minutes. Projects are not left with the patients, so 
work habits and time can be measured accurately. 
Upon receipt of referral from the ward doctor, 
and screening by the physiatrist, the patient is 
seen by the occupational therapist and the metric 
purpose of his occupational therapy explained. 
Psychological motivation is employed to encour- 
age regular participation and acceptance of time 
and craft limitations. Patients are encouraged to 
learn a variety of activities to use after discharge as 
hobbies, to make gifts for friends and relatives, or 
as a source of income. 

On reaching group 4, patients are interviewed 
by the physiatrist and referred for treatment in the 
P.M.R. clinic which is located in the pulmonary 
disease section. 

In addition to his thirty minutes of occupational 
therapy on the ward the patient may work thirty 
minutes in the clinic three times a week. This is 
increased to one hour daily in group 5 (ward O.T. 
discontinued ), two hours daily in group 6 and four 
hours daily in group 7. 

The patient is reviewed by the physiatrist each 
time he is regrouped and his treatment schedule 
worked out according to his needs. This is always 
on a work tolerance basis but the choice of occupa- 
tional therapy, manual arts therapy or educational 
therapy will vary with vocational needs or educa- 
tional level as well as the patient's interest. Psy- 
chological evaluations and vocational aptitude tests 
are given most of the patients and, when necessary, 
vocational exploration is part of the treatment ob- 
jective. 


zed 
ec- 
the 
pa- 
of 
ho- 
one 
ifo- 
)a 
1ent 
952 225 


Clinical training programs for students in the 
fields of tuberculosis, physical disabilities and 
general medical and surgical have been approved. 
We, at Kennedy, are looking forward to the 
stimulus and pleasure of having a part in training 
future members for our profession. Kennedy is a 
medical teaching group with a wealth of material 
that should be a valuable experience to students. 

A dynamic program of occupational therapy in- 
tegrated with the other P.M.R. sections, and the 
cooperation from every service in the hospital re- 
flects in the patient’s ready response and effort 
toward rehabilitation. At the same time it has 
provided a stimulating professional atmosphere 
for our therapists. 


Aspects of Play 
(Continued from page 193) 


lease some of these old feelings and urges, and 
to strengthen those which he has not been able to 
use constructively. 

In play there is the opportunity to see how a 
child relates to others, his patterns of sharing his 
feelings or with-holding them, his inhibitions, his 
aggressions, his fears and the place he gives him- 
self with other people as well as the place he 
gives them in life. He may feel it necessary to 
talk about the past or to recapture past trauma 
in his play, but the real growth and development 
comes, not from excavations of past events, but 
through the child’s use of the effects of the past in 
the dynamics of his relationship to the therapist. 

In therapy he uses the therapist as he has been 
accustomed to using others, but it is the therapist's 
own understanding of and orientation to the child 
and his problem, which is important. As the child 
brings together those two conflicting sides, the old 
behavior patterns which he is relinquishing and 
the new patterns which are developing; as he gives 
up, often with question and reluctance, his old 
self for a new self which he both wants and fears; 
he can begin to be a part of the world without 
having to fight it. 

I was asked to give you some orientation to 
play as it is used in understanding disturbed chil- 
dren who come to a child guidance clinic. I hope 
that I have brought to you a little of the dynamic 
quality of children as they reveal themselves 
through play, which is so much more dramatic 
when it is part of the process of personal evolu- 
tion. 

As in occupational therapy, where the accom- 
plishment of simple things engenders self-confi- 
dence and effects satisfactions for patients, support- 
ing feelings of success for the depressed or the 
handicapped, or providing outlets for excitable 
patients; so, in psychotherapy, it is important to 
capitalize in a natural way on a child’s assets and 
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to use them as a vantage ground for affirming his 
newly emerging hopes about himself. 
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Psychodynamics 
(Continued from page 209) 


6. Greater control of his environment is some- 
thing else that can be offered to the immobile or 
semi-mobile patient. The therapist might ask: 
“What should the hospital provide you to make 
you more comfortable and more able to take care 
of yourself?” The suggestions which this will bring 
forth may range from overhead bed rings to raise 
oneself with, to backscratchers and reading lamps. 
The worker could then sit down with the patient 
and without taking too directive an approach help 
the patient to design and build what he feels he 
needs. Just taking an active role in determining 
his environment should be a positive constructive 
factor in making the patient feel he still has a 
hand in his own destiny. 

7. A less specific way of manipulating and con- 
trolling the environment is often expressed through 
magic tricks. The techniques for making “pulls” 
and “fakes” and other “gimmicks” of prestidigita- 
tion can be found in any good book on magic. 

8. Easy to buy today are lens kits and collections 
of ground lenses. They are often advertised in 
magazines (ranging from Popular Mechanics to 
Scientific American) as war surplus. The patient 
can be taught to build telescopes and field glasses. 
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Here the unconscious meaning is frequently: “I 
am powerful and able as I have techniques for 
seeing further and understanding more of the 
world than other people.” 

It would seem a rewarding idea for the occupa- 
tional therapist to examine more closely the sym- 
bolic significance of the activities she offers her 
male patients and perhaps to broaden the scope 
and types of activities she undertakes with the 
above-mentioned psychological factors in mind. 
There can be no doubt that the specific activity is 
a secondary factor compared to the quality of the 
relationship between therapist and patient. Where 
the patient senses a genuine desire to help him 
achieve his health and power again, where he feels 
that he is respected and accepted as a masculine 
person in spite of his incapacity of the moment, his 
therapeutic activity will have a significant effect 
on his entire emotional adjustment, whatever that 
activity might be. A careful choice of activity, 
aimed at giving the patient an added sense of mas- 
culinity, is simply a positive additional element 
integrated into the total-push towards complete 
recovery. 


AMERICAN OCCUPATIONAL THERAPY 
ASSOCIATION 
Mid-Year Meeting of the Board of Management 
Hotel Drake, Chicago, Ilinois 
March 16, 1952 


The Board of Management meeting was called to order 
at 9:15 a.m. by the President, Mrs. Winifred C. Kahmann, 


Roll Call and Proxies 
Members Present: 
Mrs. Winifred C. Kahmann = Miss Maxine Ferrell 
Miss Helen S. Willard Proxies held for: 
Miss Clare S. Spackman Miss Marjorie Taylor 
Miss Elizabeth Messick Dr. William R. Dunton, Jr. 
Lt. Col. Ruth A. Robinson Dr. Walter Barton 
Capt. Wilma L. West Dr. Catherine Worthingham 
Sister Jeanne Marie Bonnett Miss Marion Davis 
Miss Carlotta Welles Miss Louise Burton 
Miss Patricia Exton Mrs, Eleanor S$, Owen 
Mrs. Elizabeth Jameson Miss Eleanor Schreyer 
Dr. Sidney Licht Not Represented: 
Miss Ella V. Fay Dr. Freemont A. Chandler 
Mrs. Veronica Dobranske Dr. Arthur C. Jones 


Minutes of the Previous Meeting. The minutes of the 
annual meetings held at Wentworth-by-the-Sea, Ports- 
mouth, New Hampshire, September 10 and 13, 1951, 
were accepted as distributed by mail. 


Report of the Executive Director, Since a complete 
report of activities of the first half of the year was 
distributed to all Board members prior to the mid-year 
meeting, these minutes will record only those items on 
which Board action was necessary. 

Mail Pouch plan recommended at 1951 annual Board 
of Management meeting was presented for further con- 
sideration relative to certain problems involved before 
active initiation. The Board recommended that further 
survey be made; that the possibility of volunteer help or 
unskilled labor in sheltered workshops be investigated 
for additional staff which would be needed in mailing 
preparation; that we circularize approximately 100 
publishers and other potential clients to determine the 
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interest; that the classified listing of “positions available” 
be taken out of A.J.O.T. and carried in the Mail Pouch 
where they could be run monthly rather than bi-monthly. 

The Board voted to proceed with the Mail Pouch plan 
and, if found not feasible, to discontinue it. 

Recruitment and publicity committee action under re- 
ports of special committees. 

Scholarships were awarded from the A.O.T.A, fund 
according to recommendations made at the 1951 annual 
Board meeting. The Board discussed effective means of 
building a permanent scholarship fund; mechanics for 
disbursing the Picture Craft Scholarships generously 
offered by Mr. and Mrs. L. D. Grossman; acknowledged 
the rehabilitation fellowship program of the National 
Tuberculosis Association which includes scholarship aid 
in occupational therapy. 

The Board voted to set up the same requirements for 
the Picture Craft Scholarships (totaling $300.00) as those 
for the A.O.T.A. scholarships with the specification that 
candidates be selected from schools other than those which 
had received A.O.T.A. awards. 

The Board recommended the following ways and means 
toward building a permanent scholarship fund and 
conveying acknowledgments and encouraging further 
contributions from the state associations: a) abstracts 
from letters of recipients to appear in communications to 
delegates from Speaker of the House of Delegates; 
b) announcement in Newsletter as additional funds are 
received from the states giving the name of the state but 
omitting the amount c) a letter from the President to 
commercial exhibitors and advertisers in A.J.O.T. and 
Yearbook relative to establishing scholarships, mentioning 
that the first such one has been established (no mention 
of name or amount) indicating the opportunity this can 
present and what A.O.T.A. has already done; d) approxi- 
mately the same number of scholarships should be offered 
each year; total amount should not be dispensed at any 
one set period; until scholarships are more numerous they 
should be confined to upper classmen and students in 
clinical training. 

The Board voted that the Executive Committee should 
make final decisions relative to management of scholarship 
funds when total amounts became known as the above 
plans matured, 

Report accepted with thanks. 

Report of the Educational Secretary. Since the full 
report had been dictributed to all Board members prior 
to this meeting, Miss Matthews presented a summary. 

The research project to construct a student selection 
instrument has reached the stage of mailing the question- 
naires to the last group of “guinea pigs” (approximately 
400 clinical training students). This material had been 
revised in keeping with the anaylsis of second trial run. 
The third and final analysis will govern the selection or 
deletion of items for the completed instrument which will 
be released in August. 

The detailed report on the evaluation of occupational 
therapy departments was made by the committee chairman. 
At this time Parts I and II of the form have been 
completed by the committee with assistance from the 
national office. 

The 1952 institute, “Growth and Development’ is 
under chairmanship of Miss Carolyn Thompson. The 
speakers will be drawn from Milwaukee, Madison and 
Chicago areas and a very intere:ting program is expected. 

The Proceedings of the 1951 Institute will appear in 
the July-August A.J.O.T. Miss Marion Easton did an 
excellent job in planning and managing the sessions and 
is editing the material for publishing. 

Reciprocity of membership with Denmark, Israel and 
Scotland has been requested. The processes for establishing 
such are in progress and should be completed before June. 
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An area analysis of student performance on the four 


examinations of 1950-51 was made to determine the 
relative standing of each school on the examination and 
to ascertain the percentage of error made by the students 
of each school in the sixteen subject matter areas. This 
information was mailed to the schools in the form of six 
graphs and two charts. 

Appreciation for the understanding and assi.tance which 
has been extended to the education office was express:d. 
Report accepted with commendation and appreciation. 

Report of the Treasurer. Financial statzments and 
budgets for general and educational funds, and the Grant 
Foundation account were distributed to all Board members 
in advance of the meeting. Miss Spackman presented and 
interpreted the revised general and educational budgets. 

The major items of revision in the general fund budget 
were 1) increased income from membership dues and 
registration fees, 2) allocation of $1000 additional for 
recruitment and publicity purposes, 3) transfer of $925.00 
(in addition to $3000.00 already approved) to the edu- 
cational fund. Major items of revision in the educational 
budget were 1) increase of allocation for consultants fees, 
2) receipt of $925.00 transfer from general fund to 
balance the budget. 

The Board voted approval of the revised budget for 
the year ending August 31, 1952. 

The treasurer indicated that salary raises had _ been 
requested for two of the secretarial staff members (one 
National office, and one A.J.O.T. office). The Board 
voted that no salary increases could be made during the 
fiscal year and that a policy be adopted of giving annual 
consideration to salaries of all paid personnel examining 
current salary schedules in time to take action needed at 
the annual meeting when the budget is approved. 

The treasurer outlined the problem of financing the 
educational office next year and reported the probable 
establishment of an educational service fee contributed 
from the schools from which approximately $500.00 
would be realized. Other suggestions for increasing revenue 
were: 1) a drive to encourage all active members to 
become sustaining members; 2) a letter from the treasurer 
to delegates stating the problem and requesting specific 
suggestions from their membership; 3) a service fee from 
the hospitals. 

Report of the treasurer was accepted with thanks. 

Report of the Speaker of the House of Delegates. 
Miss Fay reported a total of thirty-three state associations 
and two pending. Oklahoma has been recognized and 
Florida and Nebraska are pending. 

The revised Handbook for Delegates as approved by 
the House of Delegates was sent to all delegates and 
board members. 

The schedule for delegate reporters to A.J.O.T. was 
approved by the House and sent to all delegates. 

The following were reported as projects being worked 
on: 

a) Standard operating procedures to facilitate actual 

proceedings at the House meetings. 

b) New brochure on services of the Association. 

The Executive Director and Speaker have forwarded 
additional material to the Committee to use in 
preparation. 

New buciness: 

a) Suggested change in name of annual meeting from 
annual convention to annual conference because of 
the increasingly general use of conference to indicate 
profesional groups in contrast to convention denot- 
ing commercial groups. The Board voted this 
change. 

b) Incorporation of state associations for protective 
purposes. This question was raised by an association. 
No formal action was taken but the Board urged 


states not to incorporate because of complicated 
legalities and costs. 
c) Scholarships. State associations are giving careful 
consideration to continuation of scholarship funds, 
Vital Statistics. Delegates will be asked to consider 
ways and means in their respective states of securing 
statistical material needed by the national association. 


Report accepted with appreciation for clarity and 
brevity. 
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Reports of Chairmen of Standing Committees 

Education Committee. Miss Willard reported pro- 
gram of occupational therapy at Colorado Agricultural 
and Mechanical College, Fort Collins, Colorado, has been 
approved by the Council on Medical Education and 
Hospitals of the American Medical Association and _ is 
now fully accredited. A new course has been established 
and recommended for initial approval at the University 
of Texas Medical Branch, Galveston. Announcement made 
of the inauguration of the new Army School. 

Work of the two special sub-committees was presented: 

1) Miss McNary, committee considering curricula in 
fields of specialized training, i.e. recreation, music, 
skills. A core curriculum was outlined including 
work in manual activities and the specialized field. 
Study to be continued and reported at August meet- 
ing, 1952. 

2) Miss Wade, committee considering establishment of 
shortened courses for specialized training in psy- 
chiatry but providing alo for properly qualified 
persons to work in the other disability fields. 
Consensus indicated setting up of such specialized 
courses to be inadvi:able as it could a) lower 
standards, b) create sub professional groups with 
low chronological age rather than maturity. 

The following recommendations were offered by the 
committee relative to how we could meet present need for 
occupational therapists: 

1. That a committee be appointed to consider the 

integration of courses in an ultimate endeavor to 

shorten the B. S. degree course from five to four 
years. 

2. That the sub-committee on graduate study, Chairman 
Sister Jeanne Marie, consider the possibility of 
developing Masters degree programs in conjunction 
with our present certificate course. 

3. That a committee be appointed to consider shortened 

courses from the high school level. 

A comparative analysis of the number of hours of 
training in U. S. schools in physical therapy and occupa- 
tional therapy as compared with the new school in Puerto 
Rico and the two schools in Canada (Toronto and Mon- 
treal) was presented. No specific action was taken in 
regard to this, but there is considerable interest in watching 
the development of these programs. 

The Sub-Committee on Schools and Curriculum reported 
as follows: 

Total number of students in training 1981 
Total graduates, 1952....... oe 301 

Three colleges are unreported in the:e totals. Number 
graduated in 1952 less than in 1951. No more than four 
schools filled to capacity. 

Report accepted with appreciation. 

Special Studies Committee. Miss Rood reported relative 
to the Ford Foundation. grant request for a clinical 
research consultant which she had been asked to draft 
(see minutes Board of Management, Portsmouth, Septem- 
ber 1951). She reported that the Foundation is assisting 
individual teachers to further education rather than giving 
aid to groups cuch as we would represent. 

Progress on Special Study projects indicated: 

1) G.M. and S. questionnaire results being published 

by the clinical council of the Wisconsin schools of 
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occupational therapy. Approval was requested for 
two items: a) methods and materials for selling O.T. 
more professionally; b) permission to publish find- 
ings. 

2) Orthopedic and Neuromuscular. To be presented 
at August meeting, 1952. 

3) Miscellaneous studies some of which will be pre- 
sented at the research session, 1952 Milwaukee 
conference: 

a) Teaching of body mechanics with bed patients 
(slides prepared for A.O.T.A.) 

b) Manual on Polio 

c) Improved methods of teaching orthopedics in 
the clinical training field. 

The committee desires to have these studies typed and 

offered to the membership for postage costs, 


Report accepted with appreciation. 


Permanent Conference Committee. Miss Davis’ report 
was read by Miss Fish in the Chairman’s absence. The 
1952 Conference plans were indicated as progressing satis- 
factorily. Commercial exhibits are to be located in 
Milwaukee Auditorium with a rental fee of $345.00. 
Booth arrangements to be furnished by the Auditorium at 
$12.00 per booth. A total of 38 booth spaces will be 
available of which 23 have been reserved to date (7 
representing new exhibitors). 

1953 conference confirmed for Rice Hotel, Houston, 
Texas, October 10-17. 1954 conference confirmed for 
Shoreham Hotel, Washington, D. C., tentative dates 
October 16-23. Invitation for 1955 conference received 
from Northern California O.T. Association: Further 
information to be presented at August meeting (Milwau- 
kee). The Board recommended the policy of setting 
regular conference dates to be observed every year with 
slight flexibility in time. 

A model conference and institute budget intended to 
serve as a guide for local conference committees was 
submitted for consideration as requested by the Board 
(Portsmouth, 1951). 

The question of fixing a scale of fees to be charged to 
commercial exhibitors was discussed. The Board voted 
that the booth fee schedule for exhibitors be revised to a 
scaled plan of charges with a minimum of $100.00 to 
be gauged by current trends. This will take effect at 
the 1953 Conference in Texas and is to include a floor 
plan for each exhibitor. 

Proposed revisions of the standard operating procedures 
were submitted and accepted by the Board with the follow- 
ing additions: 

Page 6, III, Local Committee Expenses— 

These are to be kept at a minimum cost. Contributions 
from adjacent state associations shall be requested 
only on a voluntary basis. The necessity of such 
contributions will rest with the local committee and 
are to be solicited by the local conference chairman. 

Page 3, II B, Program Chairman— 

Every conference must cover each major field of 
O.T. Current trends to supplement. (This is to be 
interpreted to local chairman each year.) 

It was proposed that the term annual conference be 
adopted instead of annual convention. (For Board action 
see above report of Speaker of House of Delegates.) 

The report of the local 1952 conference chairman was 
read by Mrs, Kahmann in the absence of Mrs. Murphy. 
This included the proposed program of the 1952 confer- 
ence. The Board voted that definite provision should be 
made for a major session on psychiatry being sure to 
include application to O.T. 

Reports of the Conference Chairmen accepted with 
thanks. 

Legislative and Civil Service Committee. Miss Ackley’s 
report read in her absence, noted that six state associations 
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have appointed local legislative chairmen who comprise 
part of the national committee. 

Two states have submitted revised job classifications and 
salary schedules thus helping to keep valid the survey 
conducted by the previous committee. There has been 
occasion to submit a set of sample job descriptions, cover- 
ing all levels of O.T. classifications for study by a state 
tuberculosis association. 

Letters of endorsement have been received from several 
states relative to policy adopted by the Board opposing 
licensing of occupational therapists. No further communi- 
cations have been received from the Connecticut O.T. Asso- 
ciation. No further information has been received re- 
garding Bill H.R. 911 affecting the status of male occu- 
pational therapists in military service. 

The committee is advising with Minnesota relative to 
a) advisability of legal incorporation of the state as- 
sociation (for Board recommendation see above report of 
Speaker of House of Delegates), b) state civil service 
which has set up a register with certain classifications and 
qualifications but does not fully recognize the professional 
standards of O.T. The Board recommended that the 
local therapists get the facts and send a letter to the civil 
service commission (not an individual person). 

Report accepted with thanks. 


Registration Committee. This report was distributed to 
all Board members prior to the mid-year meeting. Miss 
Matthews summarized, Other than acting on _ policy 
matters, the two main objectives for this committee were 
preparation of the February examination and completion 
of the review of items collected in the last drive. 

The February examination was administered to 205 
examinees by thirty-five proctors. 

A correlation was run between the 1951 registration 
examination scores (422 examinees) and the four areas of 
the Michigan Vocabulary Test most closely related to 
occupational therapy. On the basis of the data obtained 
two graphs were made. The first shows the relationship 
of the average score obtained by each school with the 
average score of all schools in the biologic sciences. The 
second is similar but based on the 1951 registration exam- 
inations. The relative rankings of the schools on both 
tests were ascertained and their relation:hip indicated. An 
explanation will accompany this material when it is mailed 
to the schools. 


By committee action, a fee of $5.00 will be charged 
examination applicants when a change of place to write 
the examination is made within the two weeks prior to 
the examination date. This is to cover packaging and 
mailing of a second <et of material for this individual. 

The question of medical representation on the registra- 
tion committee was discussed. It was agreed that doctors 
could make a valuable contribution to the work of this 
committee not only in advising on technical and medical 
matters but in reviewing and establishing policies. It was 
felt that the medical representatives should serve as con- 
sultants without a vote and should be selected from among 
the Fellows of the Association if pos:ible with geographical 
availability in mind. It was further suggested that there 
be representation from each of the major medical fields: 
psychiatry, tuberculosis, pediatrics, physical medicine, 
orthopedics, 

The Board voted adoption of the policy of selecting 
five doctors to serve in a consulting capacity to the regis- 
tration committee. These persons to be appointed by the 
executive committee, 

The question of foreign therapists qualifying for the 
registration examination was discussed. It was voted that 
1) student therapists be required to spend twelve (12) 
months in clinical work in the U.S.A. This can be done 
in different places; 2) graduate therapicts be required to 
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spend nine (9) months in work experience in the U.S.A, 
This must be done in one place. 
Report accepted with thanks. 


Report of the Editor of A.J.O.T, Mrs. Murphy’s report 
was read by Miss Fish in the absence of the editor. 


The Board approved discontinuing the annual student 
thesis contest with publication in A.J.O.T. due to poor 
response. 

The policy of complimentary copies of A.J.O.T. when 
requested by other related professional agencies was dis- 
cussed. It was pointed out that this is good public rela- 
tions for us, and is a customary procedure in the field. 
The Board approved the plan of granting complimentary 
copies within reasonable numbers. 


Response to opportunity for limited numbers of re- 
prints has been small, but the editor suggests its continua- 
tion, This refers to the coupon plan in A.J.O.T. whereby 
members can indicate an individual order for a few re- 
prints. The Board recommended that more publicity be 
given to this plan and that it should be stressed and con- 
tinued until it has been in operation one year. 

Report accepted with thanks to the editor. 

Reports of Chairmen of Special Committees. 

International Association, Miss Spackman presented a 
brief intreim report relative to work which her committee 
has done on drafting a proposed constitution which will 
be one of the major undertakings of the preparatory com- 
mission meeting in Liverpool, April 1952. 

The Board confirmed official appointment of Miss 
Helen Willard as alternate delegate from the United 
States. 

The report was accepted with thanks and extreme ap- 
preciation to the delegates for attending at their own ex- 
pense. 

Recruitment and Publicity. Miss Fish gave this brief 
report as no committee chairman has been appointed since 
the resignation of Miss Susan Wilson. The President has 
invited several persons to fill this important chairmanship 
but none to date have consented to serve. 

A plan of regional co-chairmen was initiated in the fall 
to lighten the burden of a single chairman and to achieve 
effective expansion. These are as follows: 
Major Myra McDaniel. . . Middle West and Rocky 

Mountain area 
Miss Shirley Bowing 
Distribution of material for recruitment and publicity 


supply to state groups. 

The Board suggested that a letter go to the state chair- 
men asking for reports on their activities to date. The 
Board voted that the national office undertake coordination 
of the program with the co-chairmen until such time as 
appointment of a national chairman is confirmed. 

Committee on Occupational Therapy in Psychiatry. Mics 
Ridgway’s report was read by Miss Fish. A summary was 
presented of activity to date indicating the framework of 
this new committee. This included: 

1) Twelve regional chairmen appointed to stimulate 

and correlate developments in their respective areas. 

2) Chairmen appointed by each state association to 
head up local developments and projects in field of 
psychiatry. 

3) Questionnaire to provide data re present status and 
future needs of the field will be distributed and 
reach approximately 1300 persons. This has been 
drawn up with the help of the national office and 
the printing and distribution has been done by par- 
ticipating hospitals. 

The Board voted that this committee be established as 

a special committee and that reference to it by any other 


designation be deleted from previous minutes (Portsmouth, 
September 1951). 
Report accepted with thanks. 
Other Business. 

1. The five year comprehensive research program 
which was drawn up in the fall was approved by 
the Board. This comprised seven projects (directly 
related to the educational, clinical and general As- 
sociation needs), in which our future research pro- 
gram was re-aligned in terms of past achievements 
and present needs, 

2. The resignation of Miss Harriet Warren, Assistant 
to the Executive Director, was accepted with re- 
gret and high commendation on her loyal service. 
The Board indicated that this position, to be open 
July ist, should be publicized in the usual manner 
and that the new assistant should be selected from 
among the applicants by the Executive Committee. 

3. A letter was read from Dr. William R. Dunton, pro- 
posing that past presidents of the A.O.T.A. be listed 
in the Yearbook. The Board gave hearty approval 
and voted that this become effective in the 1953 
edition. 

4. A letter was read from Mrs. John A. Greene ex- 
pressing appreciation for the award of merit which 
she received at the 1951 Portsmouth conference. 

There being no further business, the meeting was ad- 

journed at 5:36 P.M. 
Respectfully submitted, 
MARJORIE FISH, O.T.R. 


Executive Director 


MINIMUM STANDARDS FOR AN 
OCCUPATIONAL THERAPY DEPARTMENT 


Suggested by the Research and Study Committee of the 
Occupational Therapists of Missouri, 1950-1951 


The aim of every hospital is to treat the patient in order 
that he may return to the community in the best possible 
physical and mental condition in the shortest possible time. 
This is also the aim of occupational therapy. 

Occupational therapy is an auxiliary medical service 
which utilizes purposeful activities to aid the patient in 
recovery and/or adjustment to disease or injury. It is 
prescribed by the patient’s physician and administered by 
the occupational therapist with consideration not only of the 
specific disability, but also of the patient’s physical, mental, 
emotional, social and economic rehabilitation. 

The minimum standards for an occupational therapy 
department are divided into the following two sections: 
Organization and Administration and Physical Plan. 

I. ORGANIZATION AND ADMINISTRATION 

Occupational therapy may be set up under the direction 
of an administration board, medical advisory board, 
rehabilitation board, or hospital administrator. 

To insure adequate functioning of the department it is 
found advisable for the occupational therapist to attend 
periodic staff meetings, ward rounds and clinics. 

Personnel 

The director of occupational therapy must be a regis- 
tered therapist and a graduate of an approved school with 
experience commensurate to the responsibility of the 
position. 

The selection of the occupational therapy staff should 
be made by the director of occupational therapy with the 
approval of the hospital administrator. Staff therapists 
should be directly responsible to the director of occupational 
therapy. 

The number of staff members should be determined 
by the number and type of patients treated. Whether the 
predominate load is bedside or ambulatory, house or out- 
patients, individuals or groups, adults or children, ortho- 
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pedic or general medical or surgical patients will make a 
difference in the number of staff needed. Preparation 
time, supervision time for volunteers, record keeping time, 
teaching load, lecture participation, and whether or not 
the hospital is a training center are also factors to consider 
in determining the number of therapists necessary. 

Adequate clerical, secretarial and housekeeping personnel 
should be provided. No volunteers should be accepted 
unless they are adequately orientated, trained and super- 
vised. 

Budgets and Accounts 

Funds to insure satisfactory functioning of the depart- 
ment should be provided by those in authority. The 
occupational therapist is primarily concerned with the 
treatment of the patient, and should not be hampered with 
the department’s financial obligations other than meeting 
the budgetary needs, 

Records 

The usual occupational therapy records include patient 
prescription, progress, daily attendance, and monthly and 
annual reports. 

Liability 

Whatever type of liability the hospital or institution 
carries should include the occupational therapy department 
and careful check should be made concerning this. 

II. THE PHYSICAL PLAN 

The accessibility and amount of space allotted to the 
department is of prime importance to the patients and 
medical advisors for it determines the efficiency of the 
kind and amount of service which can be given by the 
number of therapsts employed. In_ institutions where 
physical therapy departments are functioning it is advisable 
for occupational therapy and physical therapy to be in 
close proximity. A department of occupational therapy 
should contain space and equipment for office, preparation 
and storage, treatment centers, adequate toilet facilities 
and dressing space. 

Of fice 

Office space should afford privacy for record-keeping, 
interviews and conferences with staff members and volun- 
teers. It should contain a desk and chair for each therapist, 
additional chairs for visitors, adequate storage and filing 
space for records and reports, professional and technical 
data, a typewriter and a telephone with an outside con- 
nection. 

Storage and Preparation Space 

There should be adequate space for supplies for what- 
ever program is planned. Storage space should be dry and 
well lighted and should have entrances and hallways which 
will allow the moving of cumbersome supplies and equip- 
ment. Supplies should be stored near the place where they 
will be used. Whenever possible, space should be planned 
for specific equipment and supplies. 

Sufficient storage cabinets should be furnished, prefer- 
ably metal which is compulsory for storage of inflam- 
mables. Sometmes the preparation area and supplies may 
be housed in the same unit quite efficiently. Preparation 
space, where bedside projects are assembled and completed 
by either volunteers or staff, should contain an adequate 
sink, stove, sewing machine, iron and ironing board, work 
tables and chairs and the necessary electrical outlets and 
tools used in preparing projects. It is generally considered 
best to have the supply and preparation space away from 
the treatment area but close enough for easy access, 
especially when volunteers furnish this service. 

Treatment Centers 

The type of treatment program desired and the number 
of patients to be treated will determine the amount of 
space needed to carry out an adequate program. It has 
been found more practical to have a minimum of two 
clinic areas—one for sedative and one for the more 
stimulating activities. If a general hospital serves children 
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as well as adults, or special groups such as orthopedic, 
cerebral palsy, or out-patients, it will be necessary to vary 
space accordingly. All treatment areas should have ade- 
quate floor space and equipment for the number and 
type of programs planned. Special attention should be 
given to the width of doorways, ramps and stairs to allow 
passage of carts, wheelchairs and beds. Areas should all 
have a cheerful atmosphere and be well lighted, both 
naturally and artificially, well heated and_ ventilated. 
There should be electrical outlets for 110 and 220 voltage 
and sinks with hot and cold water. The treatment areas, 
whether large or small, should also include planned space 
for recreational and educational activities, 
Equipment 

The kind and type of equipment depends upon the 
kind and type of patient to be treated. The amount of 
equipment depends on the number of patients, number of 
therapists and the size of the treatment area. It is usually 
well to keep equipment as portable as possible when more 
than one type of treatment is to be given in one area. 
It is always advisable to buy standard equipment with an 
adequate quantity of supplies for a few activities rather 
than less substantial equipment and supplies for many 
activities, Standard occupational therapy equipment for 
most shops includes tools for manual and creative activities 
as well as for recreation and education. 

It is recommended that the above be used with “Person- 
nel Policies for Occupational Therapists” as established 
by the American Occupational Therapy Association, 33 
West 42nd Street, New York, N.Y. 

REFERENCES 

Manual on the Organization and Administration of 
Occupational Therapy Departments, The American Occu- 
pational Therapy Association, 33 West 42nd St., New York 
City, $1.75 per copy. 

West, Wilma L., O.T.R., and Clark, Alonzo W., A.LA,, 
“Planning the Complete Occupational Therapy Service,” 
American Hospital, October, 1951, 


MEMBERS OF THE HOUSE OF DELEGATES 
Speaker of the House - Marguerite Abbott,O.T.R. 
Vice-Speaker - - - - - - Emiko Ishiguro, O.T.R. 
Secretary - - - - - - - Miriam Thompson, O.T.R. 
July, 1950-—July, 1953 

Colorado 

Miss Gayle Thelander, O.T.R. 

4490 Teller Street 

Wheat Ridge, Colo. 
Hawaii 


Miss Charlotte Aspuria, O.T.R. 
1720 Ala Moana Blvd. 
Honolulu, T. H. 


Illinois 
Miss Ella V. Fay, O.T.R. 
Cook County Hospital 
1825 W. Harrison St. 
Chicago 12, Ill. 

Kansas 
Miss Angeline Howard, O.T.R. 
Univ. of Kansas Med. Ctr. 


Kansas City, Kans. 
Massachusetts 


Mrs. Veronica Dobranske, O.T.R. 
Boston School of O.T. 

7 Harcourt St. 

Boston, Mass. 
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Minnesota Michigan 


Miss Genevieve Anderson, O.T.R. Miss Katherine Peabody, O.T.R. 
V. A. Hospital Wayne University 
54th St. and 48th Ave., S. Detroit, Mich. 


Northern New England 


Western New York Miss Eileen Dixey, O.T.R. 
Miss Eleanor Schreyer, O.T.R. N. H. Gente Hospital 
V. A. Hospital Concord, N. H. 
Bailey Ave., Buffalo, N.Y. Pennsylvania 
Ohio Miss Emiko I:higuro, O.T.R. 
4216 We St. 
Miss Mildred Schwagmeyer, O.T.R. Pisiadel 
Ohio State U. T.B. Hosp. iniadaiai 
Columbus, Ohio Wisconsin 
Oregon Miss Norma Smith, O.T.R. 


Milwaukee Children’s Hospital 
Mrs. Janet Ranyard, O.T.R. Milwaukee 3, Wis. 


V. A. Hospital 


Vancouver, Wash. July, 1952—July, 1955 
Puerto Rico Arkansas 
Mrs. Blanco de Coss, O.T.R. Miss Virginia Stockwell, OnT 
Santa Patricio Housing Project 2201 Main St., Apt. 7 
N-36-A Pueblo Viejo, P. R. Little Rock, Ark. 
Virginia Connecticut 


Mics June Sokolov, O.T.R. 
Clarke, O.T.R. Hartford County Rehab. Workshop 
V. A. Hospital 


680 Franklin Ave. 
Richmond, Va. Hartford, Conn. 


July, 1951—July, 1954 District of Columbia 


Northern California Miss Althea Warner, O.T.R. 
Miss Louise Burton, O.T.R. Fairlington Apts., A-2 
1607 Oxford Way 4304 S. 34th St. 
Stockton 4, Calif. Arlington, Va. 

Southern California Missouri 
Miss Miriam Thompson, O.T.R. Miss Leonelle Gamble, O.T.R. 
Orthopedic Hospital 725 S, Skinker Ave. 
2400 S. Flower St. St. Louis, Mo. 


Los Angeles, Calif. New Jersey 


Florida Mrs. Gail Fidler, O.T.R. 
Mrs. Pearl Tennyson, O.T.R. 930 Madison Ave. 
2045 3rd Ave., N. Plainfield, N. J. 
St. Petersburg, Fla. 
Georgia Miss Marguerite Abbott, O.T.R. 
Miss Irene Perkins, O.T.R. 5650 Netherlands Ave. 
1522 Craig St. Riverdale, N. Y. 
Augusta, Ga. Oklahoma 
Indiana 


Western Pennsylvania 
Miss Marjorie Roth, O.T.R. 
Mayview State Hospital 
Mayview, Pa. 


Miss Marian Kraker, O.T.R. 
Sunnyside Sanatorium 
Indianapolis, Ind. 


Maxine Ferrell, O.T.R 
iss Maxine Ferrell, O.T.R. 
Miss Marion Zintek, O.T.R. 


Vanderbilt Univ. Hospital 
Nashville, Tenn. 


Des Moines, lowa 


Kentucky 
Miss Berla Thomas, O.T.R. Texas 
Paoli Pike Mics Cornelia Ann Watson, O.T.R. 
New Albany, Ind. Texas State College for Women 
Denton, Texas 
Mrs. Eleanor S$. Owen, O.T.R. Washington 
The Seton Institute Miss Shirley Bowing, O.T.R. 
6420 Reistertown Rd. College of Puget Sound 
Baltimore, Md. Tacoma, Wash. 
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DELEGATES 
DIVISION 


ILLINOIS 
Delegate Reporter, Ella V. Fay, O.T.R. 


In spite of the “Windy-City’s” frequent and almost 
momentary change of weather, the I.0.T.A. held nine 
meetings during the year with an average attendance of 
forty-two. We began the year with 69 members and even 
though a number of members sought greener fields, our 
total membership for the year was 76. One of our therapists 
Shirley Boland, accepted an appointment at a Children’s 
Clinic in Italy, on a Fullbright Scholarship. Our News 
Letter was published for nine months. This committee 
was alert and increased our advertiting in the News 
Letter. 

Our programs were varied and most informative and 
covered the following subjects: 

1. “Total Rehabilitation of Myocardial Infarction” by 
Dr. Louis B. Newman and the O.T. staff from the 
Veterans Hospital. 

2. “Rehabilitation” by Dr. Edward Compere, director 
of the Liberty Mutual Rehabilitation Center. The mem- 
bers were greatly impressed by the facilities and the 
progress at the Center. 

3. “Psychosomatic Medicine” by Dr, Leon Bernstein 
who brought out many pertinent points which we could 
apply in our work. 

4. “Movies on Rehabilitation” were shown following 
one of our business meetings. 

5. A fascinating demonstration of “Torn Paper Art 
with Water Colors” was presented by Mrs. Cole, the mother 
of an O.T. There are many possibilities in this activity 
which could be applied for the benefit of some of our 
patients. 

6. A special meeting was held downstate at the Uni- 
versity of Illinois’ Urbana Campus. This was an 
opportunity to bring all downstate members together with 
those from Chicago so that all could become better 
acquainted. The meeting was held during the Annual 
Festival of Contemporary Art which is sponsored by the 
University of Illinois. We had an opportunity to view 
the paintings, craft exhibits and craft demonstrations, as 
well as special types of techniques taught to the Illinois 
O.T. students. The drama department presented a play 
and there was an opportunity to attend a concert by the 
Chicago Symphony Orchestra. 

7. At the September business meeting the delegate 
reported on the activities of the House of Delegates as 
well as outstanding points of the convention which had 
been held at Portsmouth, N. H. 

8. The May meeting was our annual meeting for 
election of officers and through reports of various com- 
mittees, we reviewed the progress made during the year. 

9. The June meeting was a social one where most of 
the members enjoyed a picnic supper provided by the 
Winfield Hospital. 

Our Recruitment Committee has been very active. They 
prepared an exhibit which was shown at the Morton 
Sterling High School and Junior College, a school for 
the handicapped in Cicero, Ill. Our members at the 
Municipal T.B. Sanitorium prepared a fine exhibit which 
was shown at the Illinois State T.B. Association meeting 
at Peoria. 

Fifteen other members reached 1050 listeners through 
talks and radio and television appearances. Among these 
groups reached were students in career day programs and 
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others who visited our O.T. programs as part of career 
day activities, women’s organizations and the Girl Scout 
groups. 

1.0.T.A. contacted the local Civil Defense Committee 
and are registered as available for service as a group 
or as individuals in case of emergency. 

A number of our members participated in the fund 
raising campaigns for the Illinois Association for the 
Crippled, the cerebral palsy, multiple sclerosis and cancer 
groups. We were able to help and it was an opportunity 
to further community recognition for our profession. 

Several fund raising projects were carried out but the 
most successful was our first annual talent sale. 

1.0.T.A. contributed to the A.O.T.A. scholarship fund 
and also to the Wisconsin Association to help in defraying 
special expenses at the A.O.T.A. Conference this year. 

Our meetings were very informative and pointed the 
way for greater progress during the coming year. 


OFFICERS 


President Miss Frances D. McNair, O.T.R. 
Vice-President Miss Renate Liebman, O.T.R. 
Secretary . Miss Barbara Loomis, O.T.R. 
Treasurer . 


......Miss Virginia Niles, O.T.R. 
Delegate : Miss Ella V. Fay, O.T.R. 
Alternate Delegate Mrs. Elizabeth Jameson, O.T.R. 
Recruitment. Miss Antje Price, O.T.R. 


MASSACHUSETTS 
Delegate-Reporter, Veronica Cavanaugh Dobranske, O.T.R. 


The Massachusetts Association for Occupational Ther- 
apy, incorporated in 1921 has completed another success- 
ful year, during which five general membership meetings 
were held in departments of occupational therapy, and 
seven Board of Managers meetings held at the Boston 
School of Occupational Therapy. 

Under the leadership of the following officers for 
1951-52 we welcomed Major Felie Clark to our first 
meeting at the Liberty Mutual Rehabilitation Center. 


President Miss ‘Theodora Kalem, O.T.R. 
Vice President Miss Winifred Smith, O.T.R. 
Secretary ....... Miss Elizabeth O’Brien, O.T.R. 
Treasurer 


Miss Marion Crampton, O.T.R. 
Delegate ... .. Mrs. Veronica Dobranske, O.T.R. 
Alternate Delegate Miss Marion Crampon, O.T.R. 

Major Clark, in her delightfully charming way, told 
the forty members present about the Army requirements 
for occupational therapists and showed the movies “Journey 
Back to Reality”, and “Problems in Motion”. The dele- 
gate’s report on the convention held in Portsmouth, New 
Hampshire completed the business part of this meeting. 

November 29 was the date of our third annual Christmas 
fair and auction which was held at McLean Hospital. A 
wonderful time was had by all attending. A short busi- 
ness meeting, attended by eighteen members preceded the 
event. 

The United States Public Health Service Hospital was 
the host for our January 9th meeting. Dr. Arthur N. 
Kelly, Assistant Superintendent, Middlesex County Sana- 
torium, gave a very informative lecture on “Recent 
Trends in the Treatment of Tuberculosis”, using X-rays 
to illustrate various procedures. 

Fifty-two members attended the March 6 meeting at 
the newly opened Bay State Rehabilitation Clinic. Dr. 
Arthur L, Watkins, medical director of the Clinic pre- 
sented several case studies to amplify his lecture on the 
work of this clinic. Our second speaker, Mr. Charles 
Wilson, executive secretary of the Bay State Society for 
Crippled and Handicapped gave a talk on personnel re- 
lationships in clinics. 

The annual meeting on May 22 at Grafton State Hos- 
pital was undoubtedly the most outstanding because our 


speaker was Miss Marjorie Fish, O.T.R., executive direc- 
tor of A.O.T.A. There were 125 members present for 
a box supper and Chinese auction prior to Miss Fish’s 
talk. The meeting was an inspiring one and left each 
member with a firm resolution to work harder next year 
for the Association. 


OFFICERS FOR 1952-53: 


Miss Margaret Blodgett, O.T.R. 
Vice President Miss Marilyn Bachellor, O.T.R. 


Secretary... Miss Ruth Steglich, O.T.R. 
Miss Priscilla Brooks, O.T.R. 
Mrs, Veronica Dobranske, O.T.R. 


Alternate Delegate. .....Miss Marion Crampton, O.T.R. 


MICHIGAN 
Delegate Reporter, Katherine E. Peabody, O.T.R. 


Becauce the Michigan Occupational Therapy Associa- 
tion covers a wide territory involving winter time 
difficulties in transportation we have continued our plan 
to have one meeting a year which is a day and a half 
meeting in the spring. This is supplemented by the 
meetings of the four regional groups which usually meet 
once a month. The Board of Managers of M.O.T.A. has 
met twice in addition to the annual state meeting. 

The association has 81 active and 19 associate members. 
At this year’s spring meeting, held at Caro State Hospital 
(for epileptic patients) on May 23-24, 138 people attend- 
ed, including students. The program included an excellent 
movie on epilepsy, a clinic on epilepsy by Dr. Dickerson, 
a demonstration of square dancing by patient groups, and 
an informative talk at dinner by Dr. Wagg on the 
growth of mental health facilities in this state. There were 
also some interesting craft demonstrations. 

The regional groups (one in Detroit, one in Ann Arbor- 
Ypsilanti area, one in Lansing, and one in Grand Rapids) 
have been active with programs which featured lectures 
on medical and related subjects, demonstrations of craft 
techniques, and money raising programs. 

The whole association has become interested in creating 
a scholarship fund for students attending the three 
Michigan schools for occupational therapy, and this year 
the association provided tuition scholarships for two 
students, one at Ypsilanti and one at Kalamazoo. At 
the spring meeting the association voted to give three 
scholarships next year. The regional groups have been 
very active in raising this money with card parties, craft 
sales, etcetera. Voluntary donations are also being en- 
couraged. 

The association has felt a concern about the financial 
status of the national association especially in relation to 
the work done by the educational secretary. Many of our 
members met Miss Matthews this spring when she made 
several visits within the state, and they felt most 
enthusiastic about her work. At the spring meeting the 
association voted to give $100.00 as a donation to the 
national office. 

Members have been active in various career day pro- 
grams and other recruitment activities. Among several 
articles about occupational therapy one especially good 
series was published in the Sunday Detroit Times on three 
successive Sundays, featuring different hospitals in town, 
Wayne university’s occupational therapy program and the 
relationship of P.T. and O.T. The Michigan Educational 
Journal published an article about O.T. by Frances 
Herrick, our president. The Michigan Society for Crippled 
Children and Adults produced a movie on its homebound 
O.T. program, and Pontiac State Hospital made a film 
on occupational therapy in their mental hospital program. 

The Detroit group aided Miss Barbara Jewett in 
offering a training program for occupational therapy 
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volunteer assistants. This program originated from a 
growing community need for occupational therapy in 
homes for the aged. At present a part time therapist 
visits several of these homes during the week and carries 
on a program with the aid of the O.T.V.A.’s. Graduates 
of this training course are also helping in many of the 
city’s O.T. departments. 

The clinical training directors from hospitals training 
students affiliating from the three O.T. schools (Wayne, 
Kalamazoo and Ypsilanti) met at Wayne University this 
spring for an all day program. Reports from the mid- 
year board of management and education committee 
meetings were brought to the group, and an active discus- 
sion of the clinical training report form was held to 
clarify its use. The group was broken into area groups 
to discuss their special problems, 

During these summer months Michigan is looking 
forward to another busy and constructive year of activities. 


OFFICERS 


President. . .....-Frances Herrick, O.T.R. 
Vice-President . Barbara Jewett, O.T.R. 
Treasurer. . Mary Jane Smith, O.T.R. 
Secretary. . ....-Beverly Granger, O.T.R. 


Katherine E. Peabody, O.T.R. 


Alternate Delegate. Ruth Berlow, O.T.R. 


NEW JERSEY 
Delegate Reporter, Mrs. Gail S. Fidler, O.T.R. 


The New Jersey Occupational Therapy Association has 
held four meetings thus far in the 1951-52 season. From 
our membership of 40 registered therapists an average 
of 20 has attended each of the meetings. Our first meeting 
was a lecture and demonstration on “Paper Sculpture” 
given at the Newark School of Fine and Industrial Arts 
by Miss Grace Johnston, a member of the school faculty. 
Paper sculpture was an activity new to most of our 
membership. We found it fascinating and applicable to 
occupational therapy, both as treatment and for purposes 
of publicity, and we were glad to learn that the Davis 
Press was going to publish Miss Johnston’s book on the 
subject later in 1952. 

Our second meeting was held at Bonnie Burn Sana- 
torium in Scotch Plains. Dr. Rogers of the Sanatorium’s 
medical staff gave an interesting talk and X-Ray demon- 
stration on tuberculosis. Mr. John Hennings, Director of 
the New Jersey Tuberculosis League, spoke informally 
on the part occupational therapy plays in tuberculosis 
rehabilitation, 

The 25th annual meeting was held in March at the 
Orange Memorial Hospital as a joint meeting with the 
New Jersey Physical Therapy Association. A film entitled, 
“Improving the Functional Capacity of Severely Involved 
Upper Extremities,” made at the Georgia Warm Springs 
Foundation was shown. The election of officers and 
delegates was held at that time. 

New York, Pennsylvania and New Jersey joined forces 
to hold a regional meeting in Atlantic City on May 15th 
and 16th, during the American Psychiatric Association 
Convention. The Pennsylvania Occupational Therapy 
Association took charge of publicity and accommodations 
(Chairman, Eleanor Kyle), the New York Occupational 
Therapy Association provided the exhibits (Chairman, 
Percy Clark) and the New Jersey Association was respon- 
sible for the program (Chairman, Naida Ackley). The 
memberships assembled on the evening of May 15th to 
attend the Occupational Therapy Roundtable of the 
American Psychiatric Association, where our profession 
was well represented by Miss Fish and Miss Wade on 
the discussion question, “Can Occupational Therapy Be 
Prescribed?” The next day’s program included panels 
of interest to therapists in all medical areas, with able 
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discussants from many states participating. 


Attendance 
at this meeting from as far afield as Maine and Nebraska 
as well as the cooperation of all the speakers and chairmen 
make us fee] that it was a success. 


President . 
Vice-President... .... 
Second Vice-President. 


OFFICERS 

Ann Gordon, O.T.R. 
Dorothy Yaeger, O.T.R. 
Lucille B. Boss, O.T.R. 


Secretary... . Rhoda Goldstein, O.T.R. 
Treasurer... . Dorothy Kester, O.T.R. 
Gail S. Fidler, O.T.R. 


Alternate Delegate Naida Ackley, O.T.R. 


WESTERN NEW YORK 
Delegate Reporter, Eleanor Schreyer, O.T.R. 


Because of the size of the area covered by W.N.Y.O.T.A, 
it is necessary to hold only four meetings each year. The 
late summer meeting is held in August, when plans are 
made for the coming winter, and full advantage is taken 
of proper picnicking weather. Last year the meeting 
was held at Gowanda State Hospital, Victor A. Cohen, 
Senior O.T. and his staff being most gracious hosts and 
hostesses. As members of the Association arrived in the 
morning, they were taken in groups to visit the treatment 
centers. To say we visited the centers is not accurate, for 
as many groups as possible work out-of-doors. This is a 
wonderful plan and the patients seem to enjoy it very 
much, Trees and grass and sunshine or cool shade are 
wonderful summer substitutes for winter walls. Time 
did not permit demonstration of the special effort that 
is being made toward ward motivation and activation of 
patients by nursing personnel under the guidance of the 
O.T. staff. A very nice lunch was served in Helmuth 
Grove. It came to a very sudden end with a thunder 
storm. There were many damp and blown guests greeted 
by Doctor R. V. Foster, the director of the hospital, in a 
warm welcome. The history of homeopathy was _ then 
reviewed in a very interesting manner by Doctor Ralph 
W. Bohn. The business meeting that followed the pro- 
gram, and the morning committee and board meetings, 
where plans for the coming year were gotten under way, 
all promise a good year. 

In November our meeting was held at Craig Colony, 
home and school for epileptic patients at Sonyea. Mrs. 
Anita C. Jones, O.T.R., and her staff graciously showed 
us their very interesting work. It is unfortunate that 
committee and board members must forego seeing some 
of the host activities because of their duties. Two tours of 
classes were carried out, one each to the girls’ and boys’ 
divisions. Although impossible to see, it was called to 
our attention that the patients placed out of the Colony 
on “Family-Care” are also being given the benefit of 
O.T. Many interesting questions on this service were 
asked and answered. A delicious luncheon was followed 
by a cordial and sincere greeting from Doctor Robert 
A. Wise, Assistant Director of the Colony. He told us of 
the treatment program and the great part the O.T. plays 
in the treatment of the epileptic patient. Movies were 
then shown of the work and play of O.T. and school 
groups of the Colony. The business meeting was con- 
vened, Several items of local business were disposed of, 
a depleted supply of publicity and recruitment material 
was regretfully acknowledged by our chairman, Mrs. 
Fairbanks, and the report of the meeting of the House 
of Delegates was given. The members expressed regret 
at the general attitude of opposition shown to their 
request to classify the Delegate and Alternate Delegate 
as local officers. It was explained that the question must 
be submitted to the Committee on Constitutional Revision 
for consideration and subsequent action. 
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The weatherman was definitely on our side on February 
19 when our meeting convened at the Rochester State 
Hospital. There was plenty of snow piled up on the 
edges, but the roads were clear and the sky was beautiful. 
In the morning there were tours of work centers and 
entertainment by a group of patients who are interested in 
folk-dancing, all planned and carried out in Laura Stone- 
graber’s efficient way. The problem of committee meetings 
has been partially solved by seating committees together 
at luncheon. Following a very nice luncheon we were 
greeted most cordially by the Assistant Director, Doctor 
Benjamin Pollock. He told us of the great importance 
that he feels belongs to O. T. in the psychiatric treatment 
program. This is closely allied to the needs and problems 
of geriatric programs in which field Doctor Pollock has 
a lively interest. He was happy to tell us of improvement 
in some of the programs for care of the aged in Rochester. 
Mrs, Jean Ovenburg, Supervisor of Social Service, fol- 
lowed with an informal and very interesting description 
of social service for the mental patient. It is good to 
know that there are so many social agencies ready to 
assist the natient to re-establish himself as a contributing 
member of society. A short but enthusiastic business 
meeting followed. 


Mrs. Cadette K. Hall, Director of Education and O.T., 
with her staff, extended an invitation from the Edward 
J. Meyer Memorial Hospital in Buffalo, to hold our 
May meeting there. It was accepted with thanks. This 
was an opportunity for Buffalonians as well as out-of- 
town guests. A new building has just been completed for 
the treatment of psychiatric patients, both children and 
adults. It is beautiful in its modern equipment, lovely 
colors on walls and in draperies and lots of sunshine 
that make hospitalization far less difficult for both patients 
and staff. No less interesting, in spite of its more ad- 
vanced age, is School 84. This is sponsored by the Buffalo 
Board of Education and this hospital. The children, from 
pre-primer groups through senior high school, are admitted 
by recommendation of a school, or private physician, with 
the approval of the Director of Pupil Personnel Services 
of the Board of Education, or upon examination by the 
school medical director. Further description of the school 
is not possible here. It is a wonderful program, giving 
the handicapped child an opportuinty to develop any 
capacities that may be his. School 84 appears to be Mrs, 
Hall’s “pride and joy.” A delicious buffet luncheon was 
served in the nurses’ drawing room followed by a greeting 
extended by Doctor Sarkis J. Anthony, Acting Superin- 
tendent. Then Doctor Henry V. Moreleowicz, Chief of 
P. M. & R., University of Buffalo Chronic Disease Re- 
search Institute, talked to us at length on physical medicine. 
It was a very interesting and thought-provoking talk, in 
which he gave us a lot of information and asked a lot of 
questions. The outstanding ones in retrospect were: Are 
we treating the patients to a real purpose; Is motion 
gained useful to patient; Are we qualified to carry out 
the requirements of rehabilitation directed and desired 
by the physician? As before, a business meeting brought 
the session to a close. Four new Board members were 
elected. Mrs. Fairbanks was very happy to distribute a 
good amount of recruitment literature just received from 
A.O.T.A. and we are all very glad to receive it, for 
nearly all supplies had come to an end. 


The average attendance at our meetings is 138. 


President. . Edith A, Meyers, O.T.R. 
Bernadette Lynch, O.T.R. 
Treasurer. . Anita C. Jones, O.T.R. 
Delegate. Schreyer, O.T.R. 


Alternate Delegate. 


Anita C. Jones, O.T.R. 
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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts College, 7 Harcourt St., Boston, Mass. 
Mrs. John A. Greene, President 


Colorado Agricultural and Mechanical College, Fort Collins, Col. 4sst. Prof. Marjorie Ball, OTR, 
Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N.Y. 
Asst Prof. Miss Marie Louise Franciscus, OTR, Director of Training Courses in O.T. 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice 
D. Wade, OTR, Director of O.T. 


Iowa State, University of, College of Liberal Arts and College of Medicine, Towa City, Iowa. Miss 
Elizabeth Huntsberry, OTR, O. T. Supervisor 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, 
Michigan. Assoc. Prof. Marion Spear, O.T.R., Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Nancie B. 
Greenman, OTR, Director of O.T. 


Michigan State Normal College, Ypsilanti, Michigan, Asst. Prof. Frances Herrick, OTR, Director of 


Mills College, Oakland 13, Calif. Mrs. Anne N. Turchi, OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, 
OTR, Director of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, Director 
of O.T. 


Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N.H. Miss Esther Drew, OTR, Super- 
visor of O.T. 


New York University, School of Education, Washington Square, New York 3, N.Y. Miss Frieda Behlen, 
OTR, Director of O.T. 


Ohio State University, College of Education, Columbus 10, Ohio. Miss Barbara Locher, OTR, Chairman, 
O.T. Dept. 


Pennsylvania, University of, School of Auxiliary Medical Services, 419 South 19th Street, Philadelphia 
46, Pa. Prof. Helen S. Willard, OTR, Director 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Miss Edna-Ellen Bell, OTR, Director 
of O.T. and Rehabilitation 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Calif. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Sciences, Box 274, Los Angeles 7, Calif. 
Prof. Margaret Rood, OTR, M.A., Director of O.T. 


Texas State College for Women, Dept. of Art, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., 
Supervisor of O.T. 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. 4ss’t Prof. Erna 
Rozmarynowski, OTR, Director, Dept. O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. 
Barbara Jewett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. 
Miss H. Elizabeth Messick, O.T.R., Director of O.T. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. Caroline 
G. Thompson, OTR, Director of O.T. 
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REVISED LACING METHOD 
Isabel P. Robinault, O.T.R. 


At the Lenox Hill Cerebral Palsy Center the following 
method of teaching lacing to preschool children has proved 
preferable to other techniques. This method has been 
found handy even with dull children. It involves a 
repetition of simple statements which makes it useful 
not only for teaching children but also for teaching 
parents who must continue the work at home. 


Start with the shoe set up as illustrated in Figure 1. 
For Figure 2 instruct, “Bottom lace crosses over to bottom 
hole that’s empty.” “Top lace crosses over to next hole.” 
Repeat these instructions for next two operations as shown 
in Figures 3 and 4. For Figure 5 only adults have quibbled 
over, “Last remaining lace crosses alone.” No child has to 
date. 


SIMPLE SILK SCREEN METHOD 


The American Crayon Company, Sandusky, Ohio, sug- 
gests an easy way to make a silk screen stencil is to make 
a screen out of a mimeograph-type stencil. This is par- 
ticularly good for fine line designs and drawings. 


Another easy method is called the “tusche” method and 
is effective for motifs obtained from nature, such as 
leaves, grasses, fruits, shells, or other natural objects. 


These methods are described in pamphlets numbered 65, 
and 67, which may be obtained by writing directly to the 
company. 


LACING WITH A TIP 


You may now get convenient durable lacing tips from 
the Robert J. Golka Company which you can apply in 
a hurry and which will not slip off while using. This is a 
simple but convenient gadget to aid an occupational 
therapist in her work. 
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ADAPTOR FOR AMPUTEE 


C. K. Bedford, Inc., Saginaw, Michigan, has devised 
an amputee tool adaptor called Ampt-Tuls which permits 
an arm amputee to avail himself of the use of a set of 
interchangeable tools. 


GUIDING PRINCIPLES FOR 
ADAPTED PHYSICAL EDUCATION* 


PREPARED BY THE AAHPER COMMITTEE ON 
ADAPTED PHYSICAL EDUCATION AND_ EN- 
DORSED BY THE AAHPER BOARD OF DIRECTORS 
AND THE JOINT COMMITTEE ON HEALTH 
PROBLEMS IN EDUCATION OF THE AMERICAN 
MEDICAL ASSOCIATION AND THE NATIONAL 
EDUCATION ASSOCIATION! 


It is the responsibility of the school to contribute to 
the fullest possible development of the potentialities of 
each individual entrusted to its care. This is a basic tenet 
of our democratic faith. 

1. There is need for common understanding regarding 
the nature of adapted physical education, 

Adapted physical education is a diversified program of 
developmental activities, games, sports, and rhythms, 
suited to the interests, capacities and limitations of students 
with disabilities who may not safely or successfully engage 
in unrestricted participation in the vigorous activities of 
the general physical education program. 

2. There is need for adapted physical education in schools 
and colleges. 

According to the best estimates there are about four 
million children of school age in the United States with 
physical handicaps. Only 11 per cent of this group 
requiring special educational services are receiving them 
through special schools and classes.2, The vast majority of 
exceptional children are attending regular schools, 

The major disabling conditions, each affecting thousands 
of children, are cerebral palsy, poliomyelitis, epilepsy, 
tuberculosis, traumatic injuries, neurological problems, 
and heart disease. Further evidence indicates that on the 
college level there is a significant percentage of students 
requiring special consideration for either temporary or 
permanent disabilities. 

3. Adapted physical education has much to offer the 
individual who faces the combined problem of seeking an 
education and living most effectively with a handicap. 


*Reprinted from: The Journal of the American Asso- 
ciation for Health, Physical Education, and Recreation, 
April, 1952. 
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Through adapted physical education the individual can: 
(a) Be observed and referred when the need for medical 
or other services are suspected; (b) Be guided in avoid- 
ance of situations which would aggravate the condition or 


subject him to unnecessary risks or injury; (c) Improve 
neuromuscular skills, general strength and endurance fol- 
lowing convalescence from acute illness or injury; (d) Be 
provided with opportunities for improved psychological 
adjustment and social development. 

4. The direct and related services essential for the proper 
conduct of adapted physical education should be available 
to our schools. 

These services should include: (a) Adequate and periodic 
health examination; (b) Classification for physical edu- 
cation based on the health examination and other pertinent 
tests and observations; (c) Guidance of individuals needing 
special consideration with respect to physical activity, 
general health practices, recreational pursuits, vocational 
planning, psychological adjustment, and social develop- 
ment; (d) Arrangement of appropriate adapted physical 
education programs; (e) Evaluation and recording of 
progress through observations, appropriate measurements 
and consultations; (f) Integrated relationships with other 
school personnel, medical and its auxiliary services, and the 
family to assure continuous guidance and supervisory serv- 
ices; (g) Cumulative records for each indivdual, which 
should be transferred from school to school. 

5. It is essential that adequate medical guidance be avail- 
able for teachers of adapted physical education. 

The possibility of serious pathology requires that 
programs of adopted physical education should not be 
attempted without the diagnosis, written recommendation, 
and supervision of a physician. The planned program of 
activities must be predicated upon medical findings and 
accomplished by competent teachers working with medical 
supervision and guidance. There should be an effective 
referral service between physicians, physical educators, 
and parents aimed at proper safeguards and maximum 
student benefits. School administrators alert to the special 
needs of handicapped children, should make every effort 
to provide adequate staff and facilities necessary for a 
program of adapted physical education. 

6. Teachers of adapted education have a great.responsibility 
as well as an unusual opportunity. 


Physical educators engaged in teaching adapted physical 
education should: (a) Have adequate professional education 
to implement the recommendations provided by medical 
personnel; (b) Be motivated by the highest ideals with 
respect to the importance of total student development and 
satisfactory human relationships; (c) Develop the ability 
to establish rapport with students who may exhibit social 
maladjustment as a result of a disability; (d) Be aware 
of a student’s attitude toward his disability; (e) Be 
objective in relationships with students; (f) Be prepared 
to give the time and effort necessary to help a student 
overcome a difficulty; (g) Consider as strictly confidential 
information related to personal problems of the student; 
(h) Stress similarities rather than deviations, and abilities 
instead of disabilities. 

7. Adapted physical education is necessary at all school 
levels. 

The student with a disability faces the dual problem 
of overcoming a handicap and acquiring an education 
which will enable him to take his place in society as a 
respected citizen. Failure to assist a student with his 
problems may retard the growth and development process. 

Offering adapted physical education in the elementary 
grades, and continuing through the secondary school and 
college will assist the individual to improve function and 
make adequate psychological and social adjustments. It 
will be a factor in his attaining maximum growth and 
development within the limits of the disability. It will 
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minimize attitudes of defeat and fears of insecurity. It 
will help him face the future with confidence. 


THE COMMITTEE ON ADAPTED 
PHYSICAL EDUCATION 

1. Louis R. Burnett, M.D., chief Physical Medicine 
Rehabilitation Service, Veterans Administration, Day- 
ton, Ohio. 

2. Arthur S. Daniels, Ph.D., professor of physical edu- 
cation, Ohio State University. 

3. Arthur K. Flanagan, Ph.D., director of administra- 

tive services, Society for Crippled Children and Adults, 

Inc. 

Edward D. Greenwood, M.D., Menninger Clinic. 

Frances A. Hellebrandt, M.D., director, Department 

of Physical Medicine and Rehabilitation, Reserach 

and Educational Hospitals, University of Illinois. 

6. Ivaclare Howland, Ed.D., State Teachers College, 

Cortland, New York. 

7. Valerie Hunt, Ph.D., Department of Physical Educa- 
tion for Women, University of California, Los 
Angeles. 

8. Romain P. Mackie, Ph.D., specialist, Schools for the 
Physically Handicapped, Officer of Education, Fed- 
eral Security Agency. 

9. Cecil W. Morgan, Ph.D., Lieutenant-Colonel, MCS, 
371st Convalescent Center, Fort Lewis, Washington. 

10. Eugene J. Taylor, New York Times. 

11. Catherine Worthington, Ph.D., National Foundation 
for Infantile Paralysis. 

12. H. Harrison Clarke, Ed.D., Chairman, Director of 
Graduate Studies, Springfield College. 

1, This statement is prepared for general use in schools 
and colleges rather than in special schools for handi- 
capped children. Printing Office, 1950, p. 3. 

2. U.S. Office of Education. “Statistics of Special Schools 
and Classes for Exceptional Children.” Biennial Survey 
of Education in the United States, 1946-48. Washing- 
ton, Supt. of Documents, U. $. Government. 


Book Reviews 


THE ROLE OF OCCUPATIONAL THERAPY IN 
PHYSICAL MEDICINE MANAGEMENT OF 
PHYSICAL DISABILITIES 


Charles D. Shields, Wayne R. Oelhafen and Helen R. 
Sheehan Southern Medical Journal, 43:395; May, 1952. 


Reviewed by: W. R. Dunton, Jr., M.D. 


It is the duty of the physician who is responsible for the 
care of the individual who is physically disabled: 

1, To examine the patient to determine whether or not 
occupational therapy is indicated. 

2. Determine the cause and extent of disability. 

3. Determine reversibility of the disease or condition. 

4. Prescribe a program of activity which defines the 
aims of treatment with specific instructions as to the seg- 
ment to be treated, protection and support, precautions, 
resistance, and the duration of activity. 

5. Provide the occupationa] therapist with a_ brief 
history and physical findings along with prescription. 

6. Re-evaluate progress of the patient as a result of 
treatment at reasonable intervals. 

7. Frequently observe the patient while he is receiving 
treatment in the clinic or on the ward. 

8. Discharge the patient from treatment when maxi- 
mum benefit has resulted or when improvement fails to 
follow a reasonable period of treatment. 

It is the responsibility of the occupational therapist to: 

1. Select technics or crafts that will most readily and 
effectively produce the result desired by the physician. 
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2. Grade the muscles of the involved segment and 


record the range of motion, tightness of fascial planes 
and substitution patterns at the beginning of the course of 
treatment. 

3. Maintain progress notes to show improvement, 
failure to improve, and any unusual emotional reactions 
that affect the motivation of the patient. 

4. Continuously supervise the patient under treatment 
with special attention to protection and support when 
ordered, muscle re-education, prevention of substitution, 
amount of resistance, and remain within the pain and 
fatigue toleration of the patient. 

5. Instruct the patient as to equipment and methods 
necessary to carry out same type of activity program on 
the ward, or at home, to accomplish results desired. 

6. Establish the best possible pattern of motion. 

It is important that both the physician and the therapist 
must be capable of evaluating muscle weakness, limitation 
of joint motion and tightness of fascial planes, This im- 
plies a knowledge of muscle origin and insertion, nerve 
supply and root. Also a group action. 

A discussion of technics and crafts follows, weaving 
being highly recommended. 

Occupational therapy is a part of a coordinated pro- 
gram designed to offer the patient with physical dis- 
ability maximum assistance for his early and complete 
recovery. 


ACTA ORTHOPAEDICA SCANDINAVICA 


Copenhagen, 1951 Vol. XXI, 77 Pages 


Reviewed by: Frances Stakel Nelson 


Six articles on orthopedic conditions are contained in 
this issue of a foreign journal to which Swedish, Nor- 
wegian, Finnish and Danish orthopods contribute. 

Two of the contributions dealing with autogenous nerve 
grafting and chrondectomy in chrondromalacia of the 
patella are interesting from the standpoint of occupational 
therapy. 

In the former a case history of autogenous grafting to 
treat a total left radial paralysis reports partial restitution 
of the thumb extensors. 

The latter study made on a series of sixty-nine chron- 
dectomies over a period of three to thirteen years showed 
good results in seventy-seven per cent of the cases and 
especially in those where active movement of the quadriceps 
group followed surgery. 

The remainder of the articles on Madelung’s deformity, 
myelography in spondylitis, coxa vara infantum and the 
suction socket are interesting as clinical reports. 


A TEXTBOOK OF ORTHOPEDICS 
M. Beckett Howorth, M.D. 


W. B. Saunders Co., 1952 1065 pages, $16.00 


A well organized textbook on orthopedics that deals with 
the patient as a whole as well as describing specific condi- 
tions of orthopedics. 

Section I includes the history of orthopedics, the anatomy 
and physiology of the musculoskeletal system, examination 
and diagnosis and finally treatment. 

Section II is devoted to regional conditions, section III 
to orthopedic disorders and section IV to neurology in re- 
lation to orthopedics. 

Of value to occupational therapists is the fact that the 
book does not assume that the reader knows all of the 
anatomy and physiology of the musculoskeletal system. 
Rather the anatomy is detailed and sufficient to make it 
valuable as a reference for anatomy and physiology as well 
as orthopedics. 
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KINESIOLOGY IN NURSING 


A LABORATORY MANUAL 
Bernice Fash, M.A. 
McGraw-Hill Book Company, Inc., First Edition, 1952. 
Reviewed by: Isabel March Kellogg, O.T.R. 


This manual formulates the principles of promoting the 
total well-being of the human body as it is governed by 
the structure and functioning of the muscular skeletal 
system, whether the individual be healthy or sick. 

The book takes into consideration the development of 
interest in the importance of preccribed exercises and the 
theories of early ambulation. It is cleverly and clearly 
illustrated making the job of teacher and nurse easier 
in memorizing and teaching the origin, insertion and 
function of muscles. The charts and muscle analysis 
forms are clear and easily marked. 

The nurse and the patient should both benefit by the 
material in this text as the nurse learns to prevent defects 
likely to occur and the nurse benefits by learning the best 
way to assist the patient for his good as well as her own, 
The nurse is urged to follow through at the bedside the 
aims of other physical treatments the patient may be 
receiving. 

Included in the text is an excellent bibliography and a 
fine list of visual aids which may be used in teaching the 
students as well as some for assistance to the patients. 


OCCUPATIONAL HANDICRAFTS 


Dryad Handicrafts 
Leicester, Great Britain 
Chas. A. Bennett Co., Inc., Peoria, Ill. 


Reviewed by: Wanda Misbach Edgerton, O.T.R. 


This volume incorporates a number of the Dryad Leaf- 
lets already familiar to many therapists. The publishers 
have selected twenty five of those they consider “most 
likely to be of help in occupational therapy departments, 
training schools, and wherever craftwork is undertaken” 
and offer them here within one cover. 

The illustrations, both photographs and drawings, are 
good; the direction terse and British. They include block 
printing, stencilling, netting, knotting, stool seating, 
needlework, variations of simple weaving, doll making, 
lampshades, paper mache, glove making, slippers, articles to 
make from felt, plastic, raffia and rushes. 

CLINICAL APPLICATIONS OF RECREATIONAL 
THERAPY 


John Eisele Davis, Sc.D. 
Charles C. Thomas, Springfield, Ill. 126 Pages 


Reviewed by: W. R. Dunton, M.D. 


Occupational therapists should welcome this book as so 
many of them are engaged in giving full or part time to 
recreations. 

For a considerable period Dr. Davis has been devoted 
to directing the use of recreations as a part of treatment 
of mental patients, has been fortunate in having a large 
number of them under his direction, and has been able 
to keep careful records of methods and results. From his 
broad experience and his long training in psychology and 
psychiatry, he has produced in brief form a most valuable 
contribution to our knowledge of the value of recreations 
in the rehabilitation of mental patients, but even those 
therapists who are not directly concerned with recreational 
activities will be apt to find stimulus for thought, and 
possibly improvement in techniques, from his statements. 

Examples may be found in the treatments suggested for 
mental patients who have received various forms of shock 
therapy or who have undergone psychosurgery. Also in 
cases of manic-depressive, schizophrenia, where a specificity 
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is possible for such forms of illness. 

The author modestly states that this subject is not static 
nor definitely authoritative as it is still in a progressve 
stage where data is accumulating, where principles are 
forming and being tested. However, he is able to give 
the majority of us sufficient information and stimulus to 
make it quite worthwhile to read his book. 


RELAX AND ENJOY LIFE 
William H. Miller 
A. S. Barnes & Co., New York, 1951 
Review by:Isabel March Kellogg, O.T.R. 


“Tension will get you if you don’t watch out,” and 
this handy little volume if carefully followed will certain- 
ly teach you to relax all over physically and mentally, 
and to conserve your energies for some big job to come. 
Mr. Miller describes his exercises clearly and the illustra- 
tions are easy to follow. These relaxation pointers may be 
done anywhere for anybody and would be a good assistant 
with many tense patients. 

Mr. Miller has interspersed many personal anecdotes 
which tend to lighten what otherwise might be a dry and 
boresome piece of worthwhile material. 


$1.95 


RECREATION THROUGH MUSIC 
By Charles Leonhard, Ed.D. 

Associate Professor of Music, University of Illinois 

A. S. Barnes & Co., New York, 1952 130 Pages, $3,.00 
Reviewed by: Wanda Misbach Edgerton, O.T.R. 

A book about music, written for the musical layman, 
by a man who believes that music, “can and should have 
a profound and beneficial effect on the lives of all 
people.” 

There are chapters on listening, on singing and on 
playing with rich listings of books, songs and recordings. 
The material on community singing and on building a 
record library should be of special interest to any one 
concerned with music in hospitals. The book is illustrated. 


FOR VOLUNTEERS WHO INTERVIEW 
Kathleen Ormsby Larkin 
Welfare Council of Metropolitan Chicago 47 pages 
A cleverly written, znjoyable book about a routine prob- 
lem. It is definitely written for the unskilled interviewer 
who is helping sort volunteers for the professional con- 
sultants in the various agencies. However it is worthwhile 
reading for refreshing the approach of skilled interviewers. 
Anyone having a corps of volunteers will find the ma- 
terial of value if doing the actual interviewing or guiding 


CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTFN 
and POSITIONS AVAILABLE only. Minimum ra‘e $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each mouth pre 
vious to publication. 


POSITIONS AVAILABLE 


Occupational ‘Therapists for large psychiatric hospital 
located in New England. Progressive, all-inclusive pro- 
gram for patients. Student affiliations with excellent edu- 
cational program. Modern home, good food. Maintenance 
optional. Liberal retirement plan and illness policy. Paid 
vacations and holidays. Write to Director of Occupational 
Therapy, Norwich State Hospital, Norwich, Connecticut. 
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Applications invited from graduate registered thera- 
pists, either man or woman, for a position of responsibility 
in a large psychiatric hospital in the East. Progressive, 
well organized department. Student training program, 
good living conditions. Civil Service and excellent oppor- 
tunity for advancement for a therapist who has proven 
or can demonstrate ability. Outline experience first letter. 
Write O-5, American Journal of Occupational Therapy. 


Position open for registered occupational therapist in 
private neuropsychiatric hospital. Active treatment and 
training center—160 beds. Write Mrs. E. S. Owen, O.T.R., 
Director of O.T., The Seton Insitute, Baltimore 15, 
Maryland. 


Occupational therapist for occupational therapy and 
rehabilitation program in county tuberculosis hospital. 
Clinical training affiliations. Vacation and sick leave with 
pay, maintenance optional, forty hour week. Write Director 
of Occupational Therapy, Sunny Acres Hospital, Cleveland 
22, Ohio. 


Occupational therapist for 135 bed tuberculosis sana- 
torium in college town. O.T. well integrated in active 
treatment program. New offices. Salary upen. Mainte- 
nance optional. 5 day work week. Write Rehabilitation 
Director, Ingham Sanatorium, Lansing, Michigan. 


Responsible positions for progressive occupational thera- 
pists in New York State Department of Health tuberculosis 
hospitals. Liberal vacation, holidays and sick leave. Present 
salary $3,571-$4,372. Write Supervisor of Occupational 
Therapy, Division of Tuberculosis Control, 28 Howard 
Street, Albany 7, New York. 


Occupational therapist to take full charge of department 
at 100-bed state tuberculosis sanatorium near Rutland. 
Salary $50 a week plus maintenance. Write J. H. Bates, 
Vermont TB & Health Assoc., Burlington, Vermont. 


Occupational therapy in children’s orthopedic treatment 
center, Salary based on veterans scale. Well equipped de- 
partment. Address: Home for Crippled Children, 1426 
Denniston Ave., Pittsburgh, Pa. Telephone: HAzel 1-1835. 


Excellent opportunity for registered therapist as patient 
services director in eighty-bed tuberculosis sanatorium, 
located in city. Program of outstanding rapport, liberal 
vacation, holidays, and salary. Student program estab- 
lished. Unlimited opportunities for therapist with initia- 
tive. Contact Mrs. Irene Pulse, O.T.R., Director of 
Patient Services, Jackson County Sanatorium, Jackson, 


Michigan. 


Position open for registered occupational therapist to 
work with physically handicapped children. Holiday, 
vacation and sick leave benefits. Salary to start $3600. 
Write Superintendent, Rose-Mary Home for Crippled 
Children, 19350 Euclid Ave., Cleveland 17, Ohio. 


Connecticut, Newtown, Positions available for occupa- 
tional therapists and senior occupational therapists. Well 
equipped treatment units; new building plans progressing; 
good living facilities. Write to occupational therapy de- 
partment, Fairfield State Hospital. 


Opening for registered occupational therapist, depart- 
ment director. Salary commensurate with training and 
experience. New building plans in progress. Holiday, 
vacation, sick leave benefits. Contact Dr. C. G. Ingham, 
Superintendent, Norfolk State Hospital, Norfolk, Nebraska. 


Immediate opening for full-time occupational therapist. 
Variety of.orthopedic disabilities. Salary from $3,500.00 
depending on experience. Rehabilitation Center, Stamford, 
Conn. 
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Registered therapist to take complete charge of occupa- 
tional and recreational therapy in private institution 
specializing in nervous and mental conditions. Average 
census 55, Excellent physical facilities. Salary $350. 
Reasonable maintenance available. Braewood, 1625 
Meridian Avenue, South Pasadena, California. William 
K. Kemper, Administrator. 


Wanted: Registered occupational therapist supervisor, 
$345 per month; also one occupational therapist assistant, 
$230 per month. Apply: Dr. Eugene E. Elder, Superin- 
tendent, Youngstown Receiving Hospital, Youngstown, 
Ohio. 


Wanted: Registered occupational therapist for private 
p‘ychiatric hospital of 100 bed capacity. Applicants write 
to: 8811 Euclid Ave., Cleveland 6, Ohio. 


Registered occupational therapist needed for work with 
cerebral palsied children in diagnostic center. Address in- 
quiries to Dr. John B. Bartram, Cerebral Palsy Unit, St. 
Christopher’s Hospital for Children, Fifth and Huntingdon 
Sts., Philadelphia, Pa. 


Wanted: An O.T.R. for South Oaks Long Island Home, 
Amityville, L.I., to become director of the O.T. depart- 
ment. Private psychiatric—225 beds, active therapy pro- 
gram. Maintenance optional, salary depends on experience. 
Write Mrs. R. H. Hurlow, O.T.R., Dir. 


Occupational therapy supervisor, must be qualified to 
head O.T. department of an Ohio state hospital. Should 
be a graduate of a recognized school of occupational 
therapy, U.S. citizenship essential, starting salary $3780.00. 
Write 0-6, American Journal of Occupational Therapy. 


LEATHER HANDICRAFT KITS 


The only Moderately Priced line suitable for tooling. 
Ask your Handicraft Supply House for Arrow—or 
write for the name of the one nearest you. 


Arrow Leather Goods Mfg. Co. 
1439 N. Halsted St., Dept. OT-9 
Chicago 22, Ill. 


Occupational therapist to direct the department at 
Kernan Hospital for Crippled Children. Progressive 
orthopaedic program. Student training program. 40 hour 
week, liberal vacation and sick leave. Write Maud M. 
Gardner, R.N., Superintendent, Baltimore 7, Maryland. 


Small, private psychiatric unit of modern medical center 
needs registered O.T. Good opportunity for therapist 
with imagination, interect in research. Student training 
program. Connected with university medical school. Good 
salary. Write Director of O.T., McMillan Hospital, 630 
S. Kingshighway, St. Louis, Missouri. 


A private psychiatric hospital of one hundred beds in 
Asheville, North Carolina desires an occupational therapist. 
Ability to get along with mentally disturbed patients is of 
equal importance to training in occupational therapy field. 


Write to Appalachian Hall, Asheville, N.C. 


Occupational therapist for 1150 bed state hospital, situ- 
ated in college town. Paid holiday, vacation and _ sick 
leave benefits with retirement plan. Maintenance optional. 
Write C. G. Stillinger, M.D., Supt., New Mexico State 
Hospital, Las Vegas, New Mexico. 


Occupational therapist for county tuberculosis sanator- 
ium; training center for doctors and student nurses; voca- 
tional training program for patients. Salary range: $3,000- 
$3,600. Write Miss Mary Jane Pilgrim, Director of 
Extra-Medical Services, Mahoning ‘Tuberculosis Sana- 
torium, Youngstown, Ohio. 


Occupational therapist for +00 bed general hospital with 
active department. Write Manager, St. Luke’s Hospital, 
Bethlehem, Pa. 


Wanted immediately—O.T.R. for staff position in re- 
habilitation department of hospital for cerebral palsy. Ex- 
perience not necessary. Progressive treatment program in 
conjunction with Duke University. Write Ingrid I. Sinervo, 
Rehab. Director, North Carolina Cerebral Palsy Hospital, 
Durham, N.C. 
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We have catered to 
the discriminating buyer 
of leather since 1910, 
and have always main- 
tained the highest stand- 
ards of quality in the 
leather field. We carry 
a wide variety of 
leathers, lacings, kits, 
tools, and leathercraft 
accessories. Having sold 
institutions of all kinds for years, we are familia: 
with the problems of occupational therapists. and 
are always ready to help them with any prob- 
lems they may encounter in the field of leather. 

If you are interested in quality, prompt serv- 
ice, reasonable prices, and the guarantee of a 
house that has sold leather for over 42 years, 
favor us with a trial order. Write today for a free 
copy of our new catalog. 


Sar Br00., ue. 


‘House of Leather’’ 


Dept. 849 
1111 No. 3rd Street, Milwaukee 3, Wisconsin 


“The Art of Lcather Carving” 


If you want to witness a thrilling demonstration of 
the art of leather carving, take advantage of our 
offer of free loan to all occupational therapists, of 
a 1,000 foot, 16 mm color film with sound track. 

We anticipate a big demand for this film. Send in 
your requests at once, for they will be filled in order 
of their receipt. 
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SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


(Write for free samples) 


CONTESSA YARNS Dept. ¢.W., Ridgefield, Connecticut 


8/4 Boil-Fast Carpet Warp 
—22 colors on % Ib. tubes. 
Approved by Veterans Ad- 


ministration U.S. Govt. Occu- 
pational Therapy Program. 


We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


KALAH 


The enduring game. More variable 
than chess or checkers. Enjoyed by 
young and old. 


Durable wooden boards 7” x 24” com- 


plete with rules and counters..... $2.50 
With score tallies. $3.50 
Mystic Game Co. 
MYSTIC, CONN. 


Crown is “tops” in Leathercraft 
Anyone can make Bags, Belts, 
Moccasins, Keycases, with our 
low-priced “‘easy to assemble” 
kits. Complete line of toolsand 
accessories. Carving cowhide 
and all CRAFT LEA b> 


Write Dept. O 
FREE Illustrated Catalog 


22 SPRUCE ST. 
NEW YORK 38,NY. 


LEATHER ~ 
| PROJ ECTS 


SEND 10¢ FOR CATALeG 
ROBERT J. GOLKA CO. BROCKTON, MASS. 


LEATHERCRAFTERS 


Why fuss with lacing needles? Use dispos- 
able metal tips which you put on yourself 
in a jiffy. Inexpensive and practical! 

GOLKA SLIM TIP6............. 25c pkg. 180 


GOLKA TIPPING PLIERS........ 2.50 ea. 
with free pkg. tips 


Robert J. Golka Co. 


400 Warren Ave. 
Brockton, Mass. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett’s 
new catalog listing and illustrat- 
ing occupational therapy materials 
and equipment. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 


Roving Cotton Yarn 
Carpet Warp Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia — Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 
Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT 60. 


Educational Materials Since 1863 
306 Main Street Cambridge, Mass. 
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Chenille Craft 


WATERS 
Chenille Animal Lapel Pins and Dolls 
KITS 
UNK DOG 
SQUIRREL HORSE 
EAR CATS 
PANDA ELEP 
RABBIT DONKEY 
MONKEY SANTA CLAUS 
DOLL RUFFS PUP 


Ask us about our free introductory kits for your 


hospital. 
DWIGHT WATERS 


Occupational Therapy Supplies 
MT. BALDY, CALIFORNIA 


FINE TOOLS and 
MOTOR ACCESSORIES 


For Craftsmen 


e Hand grinders, flexible shaft equipment, and all 
types of motor accessories. @ Pliers, Swiss needle 
files, riffle files, and other jewelers tools. @ Sterling 
and fine silver, gold, nickel silver and brass. 
e@ Crystal clear plastic utility boxes in over 40 sizes. 
Used for storage, display, or cataloging collections. 
Ideal for decorating with shallow designs. @ Large 
illustrated catalog free on request. 


SCHRADER INSTRUMENT CO. 
DEPT. O.T. INDEPENDENCE, IOWA 


Historic and Modern] Odbels 
Locomotives 


Coaches _(Trade Mart) 

Railroad Stations 

Galleons 

Ships 

Architectural and 
Engineering 
subjects 

Moving toys. 


ASSEMBLE these beautiful and authentic miniatures. 
Printed in full color, parts are readily cut, shaped 
and assembled into perfect three-dimensional mu- 
seum pieces. 

Write for complete list and receive two Micromodels, 
only 25 cents—postpaid. 


JENID IMPORTS 


Wayzata 4, Minnesota 


SHELLCRAFT 
SUPPLIES 


Send for free catalog of Shell, Metal 
and Plastic parts for costume jewelry 
and novelties. 


Florida Supply House, Inc. 
413-419 12th Street, Bradenton, Fla. 


Source of 
Best and Largest 
for Occupational Therapy 


Jo CONBOLLY (cr sees) 
EATHERCRAFT 


P 
ty aad a COM- COMPLETE 
PLETE RANGE of 
kinds and grades 
of craft leather 
and tools. Each 


filed “and properly 


SEND FOR 


CATALOG NOW 


men who know 
ds. Priced Phone: 
ight. BA 72-3312 
Get our 54-page catalog. Send 
name, address and your title to 
J. J. CONNOLLY, Dept. 61 
181 Williams St., N.Y. 38, N.Y. 


FREE news 


ETTL CATALOG OF 
POTTERY SUPPLIES 


Featuring the Big New 


CERAMITE KILN °° $8.95 


Perhaps no craft offers as much therapeutic value as 
pottery making! It’s simple—yet relaxing and crea- 
tive! And here’s the most complete catalog on 
pottery and ceramics ever published—shows the new 
electric $39.95 potter’s wheel, exciting new glazes, 
underglazes, new Ettl-loy modeling tools, mould- 
making kits, glaze spraying equipment, books of 
designs, accessories for making lamps, jewelry, tiles, 
etc. Also shows many NEW ways of making pottery. 
Send for your FREE copy today! 


ETTL STUDIOS, Inc. 2% 


58th St., N. Y. 


LEATHERCRAFT SUPPLIES 


Complete Line of 
Link Belts - Tools - Leathers - Books 
Carving Stamps - Lace - Accessories 


Prepunched Leathercraft Kits with 
Tipped Lace from 10c to $3.25 


IMMEDIATE DELIVERIES— 
WRITE FOR FREE CATALOG 


ART HANDICRAFTS CO. 


26 Frankfort Street New York 38, New York 


AUTHENTIC 


Black Bear Whittling Kit 
Seed Bead Loom Kit Indian Moccasin Kit 
Catchina Doll Lamp Whittling Kit 
Miniature Duck Kit — 
Ben Hunt Crooked Knife with Right and Left 


Hand Blade 
Send For Our 80 Page Handcraft Reference 
Book ... Free to Instructors — Students 15c 


Crafters of Pine Dunes - Oostburg, Wis. 


CRAFT KITS 


| 4 
A 
: 
L 


BE IN AT THE START! 


‘onary 
New: PORTABLE 


WHIRLPOOL BATH 


Now Exclusively Available 
to Qualified Representatives! 


After years of product and market 
research, this compact, portable 
whirlpool bath has been established 
as best for percussive massage with 
rhythmic vibrations. Hundreds in 
use by chiropodists, therapists, hos- 
pitals. Shown at all major conven- 
tions. Sells for a fraction of the cost 
of conventional models. 


For further information, Write: 


MONITOR “Aqua-Pedic’ 


2124 N. Lincoln Ave. Chicago 14 


Better Your Craft 


IN COSTUME JEWELRY 


Our Creations Are Distinctive 
Our Plating Is Of The Highest Quality 
Our Rhinestones Are The Best 


We are manufacturers of an extensive line 
of plated settings for costume jewelry, spe- 
cifically created for use in occupational 
therapy. No skill or special tools required. 
We can fill all your needs for settings, rhine- 
stones, pearls, chain, fasteners, boxes, etc. 


DEPENDABLE SERVICE 
HIGHEST QUALITY 
LOWEST PRICES 


Postcard Will Bring Our 1952 Illustrated Catalog 
(O.T.D. References upon request) 


A. V. CUTT CO. INC. 


210-K Fifth Ave. New York 10, N. Y. 


LEATHERCRAFT KITS 


yovide lier. 


— 


THIS CATALOG 
TELLS HOW 
You can enrich your 
therapy program by 
investigating the possi- 
| bilities that our leather 
craft line offers. Write 

for this free book. 
EXCELLENT LINK IN O. T. WORK 
Occupational Therapists all 
over the country have praised 
our product. 


Many use it as the first step in their train- 
ing program. For fourteen years we have 
been concentrating on the “occupational” fac. 
tor in Therapy Training, to provide hundreds 
of handicapped people a means of adding to 
their income through the sale of finished 
leather products made from our craft kits. 


S & § LEATHER COMPANY, INC. 


Colchester 4, Conn. 


vil 


LEATHER PROJECTS 
in BULK 


Precision cut — Quality Leather Kits 
Prepared especially for you. Popular projects in 
your choice of the iinest leaihers at the best 
prices. 

Brand new 84 page catalog. The mosr complete crafts 


catalog ever printed. More than 8,000 items, covering 
every major cratt. 


Leather, Metal, Ceramics, Weaving, Basketry, 
Plastics, etc. 


Free! Send for your copy today. 


OFFICE AND MAIL CEPT 


45-99 SOUTH HARRISON ST, EAST ORANGE, NEW JERSEY 
— STORES 
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Patients EARN 
while they LEARN.. 


MAKING JEWELRY 
EASY SCHNIT WAY! 


Here’s a creative pastime for your 
patients that’s profitable both thera- 
peutically and financially. A wonder- - 
ful aid in improving coordination and 
muscular control. Easy to teach. easy 
to learn, we provide complete in- 
structions. No previous experience or 
training is y- Your patients 
create attractive kl b lets 
scatterpins, g and ting 
at a very low unit cost, for friends, 
family or resale. Write today for com- 
plete list of supplies, prices and 
directions. 


SEND FOR FREE CATALOG 
AND INSTRUCTIONS 


CLEVELAND 15, OHIO 


HUMPTY-DUMPTY® 


CIRCUS 


FOR 
CHILDREN 
from 
4 UP 


SETS 
PRICED 
from 
$2.15 to 15.00 


ALSO 
SEPARATE 
PIECES 


Professional 
Discount 


Hardwood jointed toys for thousands of balanc- 
ing tricks and acts. Practically indestructable. 
Develop manual dexterity, coordination, stimu- 
late imagination. Hours of mild, diverting play 
fun. Washable. 


Inquire at your toy store or send for catalog 


HUMPTY-DUMPTY TOYS, Inc. 


October St. Seneca Falls, N.Y. 


FURNITURE KITS 


The Masculine Therapeutic Hobby! 
Authentic Museum Reproductions 


Kits from $2.95. All parts 
are pre-cut ready for your 
assembly. Detailed instruc- 
tions and sandpaper included. 

Assembling and selling 
these kits is a _ profitable 
hobby. 


CHILD’S CHAIR 


22%” high — seat 10%” deep, 13” wide, 9%” high. 
Kit comes complete with fibre rush for weaving seat. 
Anyone who can tie a bundle can weave the seat. 


COMPLETE KNOCKED DOWN 
$4.95 Postpaid 


Write for FREE literature 
Discounts to Occupational Therapists 


HAGERTY 


1 Bay Street, Cohasset, Mass. 
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KEEP HANDS BUSY, 
AND MINDS ALERT! 


with 
LEATHERCRAFT 


Occupational Therapists have 
long recognized the value of 
leather and other crafts. We 
have prepared a comprehen- 
sive, new catalog which we 
think will be a big help to 
you in planning your craft 
programs. It’s free, so write 
for it today. 


MacPHERSON 
LEATHER COMPANY 


140 South Main Street 
Los Angeles, 12, California 
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Amazing, Versatile 


CRAFTOOL 


CERAMIC WHEEL 


Basically a variable speed pot- 
ters’ wheel, the 


banding wheel, 
drill, air 
and grinder by adding sim 


ment. Write for catalog today. 


shaft eliminates set screws 


cleaning ... size: 


QUALITY 


RAFFIA 
FELTCRAFT 
BEADCRAFT 
CHIP CARVING 
WOODBURNING 
RUBBER MOLDS 
BLOCK PRINTING 
TEXTILE PAINTING 


WRITE DEPT. A-4 


Send for your 


attachments. Sensitive, and smooth running, safe 
and easy to operate. It’s apartment size—stores in a 
closet. Plugs in anywhere. Only $179.50 complete with 
ball bearing motor, stand, controls and standard equip. 


FEATURES: Variable and set speeds—40 to 1800 R.P.M. 
with hand and foot controls ... 
at varying speeds; also reversible . . 
like speed adjustment with positive lock control 
reversible aluminum throwing head . 
and oilite bearings throughout . . 


cast 
aluminum tray with adjustable rests is removable for 
16”x22"x32”" high. 


Distributed by 


“Drakenteld 


B. F. Drakenfeld & Co., Inc. 


45-47 Park Place, New York 7, N.Y. 


3 power take-offs 
. sensitive fluid- 


ball bearings 
. exclusive UNIVEC 
and threads .. 


PRODUCTS 


PLASTICS 
BRAIDING 
KNOTTING 
CORKCRAFT 
SHELLCRAFT 
METALCRAFT 
LEATHERCRAFT 
GLASS ETCHING 


catalog today! 


DETROIT 6, 


LEATHER CO. 


8625 LINWOOD AVENUE 


MICHIGAN 


ancinating New Book | 


“HANDCRAFT WITH 


Dennioon CREPE PAPER” 
HERE’S A WONDERFUL NEW BOOK — 


packed full of clever ideas and things to make 
with colorful crepe paper. It shows in easy-to- 
follow steps how to weave and braid crepe 
paper to make mats, baskets, coasters, belts and 
dozens of other attractive and useful things. 
With this book it’s easy and such fun. 36 pages 
of pictures, patterns, step-by-step directions. 
Start now! Get “Handcraft with Dennison Crepe 
Paper” at your favorite stationery counter. Or 
send 25¢ with coupon below. 


Dennison Manufacturing Company 
Dept. OT, Framingham, Mass. 


C I enclose 25¢. Please send me “Handcraft 
with Dennison Crepe Paper.” 


Street 


City Zone State 


STERLING SILVER 


FOR O. T. METAL CRAFT PROJECTS 


WIRE 
ROUND HALF ROUND 
FLAT TRIANGLE 
OVAL HALF OVAL 
SQUARE HEXAGONAL 
ALL HALF BALL 
BEZEL PEARL BEAD 
SHEET — STRIPS — SQUARES 


CUT TO SIZE 
FOR YOUR PARTICULAR 
REQUIREMENTS 


CIRCLES 
Dia. to 15” Dia. 


TUBING 


SILVER SOLDER 
SHEET — WIRE 


Catalog On Request 


T. B. HAGSTOZ & SON 


OVER FIFTY YEARS SERVICE . 
709 SANSOM STREET PHILADELPHIA 6, PA. 


t 
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REG. U. S. PAT. OFF. 


For every need . . . for every budget 
. .. for almost every type of art and 
handcraft activity—there’s a Prang- 
Old Faithful creative product ready 
to serve you. . 


Into every Prang Package goes years 
of experience, skilled craftsmanship 
and rigid control that assures you 
superior results. 


Your favorite school distributor carries 
these essential items that should be on 
your current or future requirement list: 


PRANG CRAYONEX CRAYONS 
PR ANG WATER COLORS 
PRANG TEMPERA COLORS 
PRANG TEXTILE COLORS 
PRANG DEK-ALL COLORS 
PRANG STIXIT PASTE 
PAYONS-PAINTING CRAYONS 
SKETCHO OIL CRAYONS 
HYGIEIA AND DOVERCLIFF CHALK 
AMBRITE AND POSTER PASTELLO 


It’s not the SAME unless 
you mention the NAMEI 


THE AMERICAN CRAYON COMPANY 


SANDUSKY,OHIO NEW YORK 


é 


Complete catalog gladly sent. Dept. OT-24 " 
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LARSON 
The Foremost Name in 


LEATHERCRAFT 


For Occupational Therapy 


Complete Stock — Prompt Shipment 


Leathercraft is our only business, and our stock is the 
largest and most complete in America. That is why you 
can always depend upon immediate and complete ship- 
ment of orders sent to us. 


Leathercraft has long been recognized as a leading hobby 
for invalids and convalescents, because of the ease with 
which projects can be completed, and the sense of 
accomplishment which is gained when the attractive 
leather items are made. Even patients undergoing com- 
plete bedrest treatment can assemble many Larson Kits 
without subjecting themselves to exertion beyond recom- 
mended limits. Whether your requirements are easy-to- 
assemble kits as introductory projects, or tooling leathers, 
tools, supplies and instruction books for more advanced 
leather work, be sure to check the LARSON LEATHER- 
CRAFT CATALOG first. 


Write today for your FREE copy of our new big illus- 
trated Catalog and Guide to latest Leathercraft projects. 


J.C. LARSON CO. 


DEPARTMENT 2111 


820 S. Tripp Avenue Chicago 24, Illinois 
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